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Abstract
African Americans have the highest rates of food insecurity than any other racial/ethnic group in
the nation as a result of poverty, low household income, unemployment, food injustice, food
mirages and racial segregation. This consistent uncertainty in food access demonstrably results in
poor mental health outcomes for food-insecure African Americans. Thus, the Transactional
Model of Stress and Coping provides a theoretical framework to investigate how African
Americans cope with food insecurity. The purpose of this study was to evaluate processes of
coping with food insecurity and determine their impact on emotional well-being for African
Americans in Clark County, Nevada. A total of 495 clients accessing emergency food services in
Clark County completed pencil and paper surveys between August and December 2019. The data
were analyzed using SPSS version 25 to present multiple regression models, Pearson
correlations, mediation models, and two-way ANOVA calculations. The results demonstrated
that the majority of African Americans (81.7%) were food insecure and over half of them
(53.6%) were depressed. African Americans primarily utilized positive reappraisal (M = 4.69, SD
= 2.95) as a way to cope with food insecurity. Primary appraisal (B = 0.100, p < 0.001) and race
(B = -0.799, p = 0.007) had a significant impact on positive reappraisal. Furthermore, positive
reappraisal significantly mediated the relationship between food insecurity and depression (95%
CI: [0.01, 0.57]) for African Americans. These findings provide an understanding of how
African Americans in Clark County cope with food insecurity and suggests the need for a faithbased intervention to improve their mental health outcomes.
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Chapter 1: Introduction
This research study will evaluate the impact of food insecurity on mental health and the
processes utilized by African Americans to cope with this stressor in Clark County, Nevada.
Food insecurity is defined as the lack of reliable access to nutritionally adequate and safe foods
for an active and healthy life for all household members (Bickel, Nord, Price, Hamilton, & Cook,
2000). Nevada ranked number 10 out of 20 states with the worst food hardship rates in 20162017 (Food Research and Action Center [FRAC], 2018), and has a food insecurity rate of 12.7%
(372,820 people) (Feeding America, 2018c). Clark County, located in Southern Nevada and the
setting for this research study, has a food insecurity rate of 12.8% (264,020 people) (Feeding
America, 2018b). African Americans only make up 11% of the population in Clark County (Data
USA, n.d.), but account for nearly 40% of the population in the neighborhood with the highest
food insecurity rate (United States Zip Codes, 2019).
In Clark County, African Americans face many obstacles with food access. In 2017,
African Americans had the lowest household median income ($38,679) than any other
racial/ethnic group (Healthy Southern Nevada, 2019). In that same year, African Americans had
the highest percentage of families living below the poverty level (21.3%) compared to the
average rate of 11% (Healthy Southern Nevada, 2019). Between 2011-2015, African Americans
in Clark County had a relatively high unemployment rate (16.7%) in comparison to their White,
non-Hispanic counterparts (10%) as well as the overall average (10.8%) (Department of
Employment, Training & Rehabilitation Research and Analysis Bureau, 2017).
Moreover, food injustice is evident in the Clark County community with the highest food
insecurity rate, Bonanza Village/West Las Vegas, where the largest racial group is African
Americans (United States Zip Codes, 2019). This area has been designated as a low food access
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and a low-income neighborhood (United States Department of Agriculture [USDA], 2017a). In
addition, food mirages are observed in Clark County, where the average cost of a meal is $3.11
compared to the national average of $3.00 (Feeding America, 2018b). Racial segregation is
another barrier for obtaining healthy and affordable food since fast food restaurants are
concentrated in African American communities (Kwate, 2008). Fast food restaurants are
abundant in Clark County, where Las Vegas ranked third out of the top 100 major cities with the
most fast food restaurants per capita in 2018 (Datafiniti, 2019). African Americans are more
likely to lack access to healthy and affordable food as a result of these significant barriers that
they encounter.
Furthermore, these nutritional barriers impact the mental health of many African
Americans (Allen, Becerra, & Becerra, 2017; Chilton & Booth, 2007; Laraia, Borja, & Bentley,
2009; Zekeri, 2007). Thus, the Transactional Model of Stress and Coping (Lazarus & Folkman,
1984) provides a theoretical framework to investigate how African Americans cope with food
insecurity. Coping strategies for food-insecure African Americans have been established in the
literature (Feeding America, 2017; Petchers & Kordisch, 1989; Zekeri, 2007), but a
comprehensive evaluation of coping processes conceptualized by Lazarus and Folkman (1984)
have not been studied in this population. African Americans have a unique experience with food
insecurity and an examination of their coping processes with this phenomenon will offer insight
for a culturally relevant and tailored intervention. The purpose of this study is to evaluate
processes of coping with food insecurity and determine their impact on emotional well-being for
African Americans in Clark County, Nevada.
The research questions for this study include:
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1. What types of coping are predominantly utilized by African Americans compared to
other populations in Clark County, Nevada?
2. What impact does cognitive appraisal have on coping efforts among African Americans
compared to other populations in Clark County, Nevada?
3. What is the relationship between food insecurity and depressive symptoms among
African Americans compared to other populations in Clark County, Nevada?
4. What is the role of coping in mediating the relationship between food insecurity and
depressive symptoms among African Americans compared to other populations in Clark
County, Nevada?
5. Do coping efforts change based on the severity of food insecurity among African
Americans compared to other populations in Clark County, Nevada?
In order to explore these questions, this study employed a quantitative cross-sectional
research design with four independent variables (food insecurity, food environment perceptions,
spending tradeoffs, and coping resources) and two dependent variables (coping processes and
depressive symptoms). A total of 495 participants were recruited from emergency food sites in
Clark County, Nevada using purposive sampling. Participants completed pencil and paper
versions of the surveys used to answer the research questions. The survey instrument was
comprised of six measures to evaluate stress and coping with regard to food insecurity in the
African American population. These measures included the Six-Item Short Form of the Food
Security Survey Module (Blumberg, Bialostosky, Hamilton, & Briefel, 1999), Ways of Coping
Questionnaire (Folkman, Lazarus, Moore, & Stambrook, 1988), and Center for Epidemiological
Studies Depression Scale (Radloff, 1977). Additional survey questions assessed perceptions of
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the food environment, spending tradeoffs, ways of coping with not having enough food, and
demographics for this population.
The results of the survey revealed that African Americans in Clark County primarily
utilize positive reappraisal, a coping process that creates positive meaning by focusing on
personal growth and religion, to cope with food insecurity. In addition, the client’s race as well
as their evaluation of the significance of their food insecurity for their well-being had a
significant impact on positive reappraisal for African Americans in Clark County. However, the
client’s assessment of their coping resources was not a significant factor for positive reappraisal.
Furthermore, the study findings also discovered that as food insecurity increases,
depression increases for African Americans residing in Clark County. However, positive
reappraisal mediated the relationship between food insecurity and depression, thereby decreasing
the presence of depressive symptoms for African Americans in Clark County. This study
contributes to the understanding of how African Americans in Clark County cope with the
stressor of food insecurity and thus has implications for the development of a faith-based
intervention to improve mental health outcomes for food-insecure African Americans in Clark
County.
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Chapter 2: Literature Review
Food insecurity is a critical public health issue that affects millions of American
households every year (Coleman-Jensen, Rabbitt, Gregory, & Singh, 2018). Food insecurity is
defined as the lack of reliable access to nutritionally adequate and safe foods for an active and
healthy life for all household members (Bickel et al., 2000). Hunger is an individual-level
physiological condition that is a potential consequence of prolonged food insecurity (Bickel et
al., 2000). Food insecurity and hunger are both conditions that result from restraints in financial
resources (Bickel et al., 2000). Food insecurity significantly impacts African Americans as they
have the highest rates of food insecurity than any other racial/ethnic group in the nation
(Coleman-Jensen et al., 2018). Furthermore, food insecurity has been shown to have an impact
on mental health outcomes for African Americans (Allen et al., 2017; Chilton & Booth, 2007;
Laraia et al., 2009; Zekeri, 2007).
Therefore, this literature review will provide insight into the African American
experience with food insecurity and discuss the importance of investigating the components and
determinants of coping with food insecurity within this population. The literature review will
include an overview of food insecurity, barriers to accessing healthy and affordable food, the
impact of food insecurity on mental health, a discussion of the Transactional Model of Stress and
Coping, disparities associated with stress exposure, coping strategies, gaps in the literature, and a
statement of the problem.
Indicators of Food Insecurity
Food insecurity is the lack of reliable access to nutritionally adequate and safe foods for
an active and healthy life for all household members (Bickel et al., 2000). This phenomenon
includes a multidimensional occurrence that varies through a continuous sequence of stages as
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the condition becomes progressively severe (Bickel et al., 2000). Each of these stages are
comprised of conditions and experiences that represent food insufficiency for all household
members as well as the household’s behavioral responses to these conditions (Bickel et al.,
2000). As a result, an array of indicators are essential for characterizing the various combinations
of food conditions, experiences, and behaviors at each stage (Bickel et al., 2000).
The following household conditions are indicators of some level of food insecurity:
worry that food would run out, food that was bought did not last, could not afford to eat a
balanced meal, cut the size of meals or skipped meals, cut or skipped meals in three or more
months, ate less than felt should, hungry but did not eat, lost weight, did not eat for a whole day,
and did not eat for a whole day for three or more months (Coleman-Jensen et al., 2018). These
indicators distinguish the levels of severity throughout the range of food insecurity experienced
in the United States (U.S.) (Bickel et al., 2000). A household’s level of food insecurity can only
be determined from these indicators that provide information on the household’s specific
conditions, experiences, and behaviors regarding food insufficiency (Bickel et al., 2000).
Measurement of Food Insecurity
Indicators for food insecurity were developed into questions that were included in the
1995 Current Population Survey (CPS) Food Security Supplement (Bickel et al., 2000). The CPS
Food Security Supplement is conducted as an annual supplement to the monthly CPS, a
nationally representative survey conducted by the Census Bureau for the Bureau of Labor
Statistics (USDA, 2018c). The CPS Food Security Supplement measures food security, food
spending, and participation in federal and community food assistance programs (USDA, 2018c).
The key section of the CPS Food Security Supplement is called the “core module” of food
security questions. All of the core module food security questions include two common
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characteristics: each question aims to ensure that the reported behavior was attributed to
household financial limitations, and each question explicitly asks about the circumstance
occurring in the past 12 months (Bickel et al., 2000).
The CPS Food Security Supplement became the basis for the food security scale measure
based on CPS data (Bickel et al., 2000). The food security questions included in the core module
of the CPS Food Security Supplement was combined into an overall measure called the U.S.
Household Food Security Survey Module, which is comprised of 18 items (Bickel et al., 2000).
The U.S. Household Food Security Survey Module is a continuous, linear scale that measures the
degree of severity of food insecurity and hunger experienced by a household as a single
numerical value. The scale values encompass the full range of severity of food insecurity and
hunger observed in U.S. households (Bickel et al., 2000).
A household’s scale value is dependent upon the number of affirmative responses to the
increasingly severe sequence of survey questions, which indicates the household’s level of
severity of food insecurity (Bickel et al., 2000). For example, a household with a scale value of 6
has responded affirmatively to more severe indicators of food insecurity as opposed to a
household with a scale value of 3. Thus, a household that has not experienced any of the
conditions of food insecurity indicated by the survey questions will be assigned a scale value of 0
(Bickel et al., 2000). However, a household that has experienced all of the conditions will have a
scale value close to 18. Overall, the set of food security survey questions in the U.S. Household
Food Security Survey Module works together in a methodical manner to provide a measurement
tool for identifying the level of severity of food insecurity and hunger experienced in a
household (Bickel et al., 2000).
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The United States Department of Agriculture (USDA) established three additional survey
tools derived from the standard 18-item U.S. Household Food Security Survey Module to
measure food insecurity in the U.S.: U.S. Adult Food Security Survey Module (10 items), SixItem Short Form of the Food Security Survey Module (six items), and the Self-Administered
Food Security Survey Module for Youth ages 12 and Older (nine items) (USDA, 2017e). These
survey tools allow researchers to adapt the module to their survey context, edit and code
responses, calculate food security scale scores, and determine food security status for U.S.
households. Utilizing these standardized modules strengthens the validity and reliability of food
security measures in research studies as well as provides statistics on food security and hunger
that are comparable to the nation’s statistics (USDA, 2017e).
Ranges of Food Insecurity
Based on responses to the U.S. Household Food Security Survey Module, households are
assigned a food security status based on ranges of food security. In 2000, the USDA published a
revised version of The Guide to Measuring Household Food Security (Bickel et al., 2000). This
document is the most authoritative and comprehensive resource on how to measure household
food security. In The Guide, the following labels for food security were published: food secure,
food insecure without hunger, food insecure with hunger (moderate), and food insecure with
hunger (severe) (Bickel et al., 2000). In 2006, the USDA developed new labels to define the
ranges of severity of food security and food insecurity (USDA, 2018a). These new labels include
high food security, marginal food security, low food security, and very low food security
(USDA, 2018a). The current labels are used in monitoring U.S. food security and research
efforts; thus, definitions of these ranges will be discussed.
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High food security (originally labeled food secure) includes no reported indications of
food access problems or limitations. A household that has not experienced any conditions of
food insecurity indicated by the survey questions is one that is scored as having high food
security (USDA, 2018a). Marginal food security (originally labeled food insecure without
hunger) includes one or two reported indications of concern over the amount of food that was
present in the house. In marginal food security, little or no indication of changes in the amount of
food that was consumed is noted (USDA, 2018a).
Low food security (originally labeled food insecure with moderate hunger) includes
reports of diminished quality or desirability of one’s diet (USDA, 2018a). In this range, a
household has little or no indication of changes in the amount of food that was consumed. Very
low food security (originally labeled food insecure with severe hunger) includes reports of
multiple indications that eating patterns were disrupted and food consumption was reduced
throughout the year (USDA, 2018a). Very low food security is the most severe end of the range
of food insecurity (USDA, 2018a).
Household Food Security in the United States
The USDA’s food security statistics are based on a national food security survey, the
Current Population Survey (CPS) Food Security Survey Supplement. The CPS Food Security
Supplement is conducted as an annual supplement to the monthly CPS, a nationally
representative survey conducted by the Census Bureau for the Bureau of Labor Statistics
(USDA, 2018c). In December of each year, about 40,000 households respond to questions about
food security, food spending, and participation in federal and community food assistance
programs. The households interviewed as part of the CPS are designated as representatives of all
civilian households at state and national levels (USDA, 2018c).
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In 2017, 82.2% (112.3 million) of U.S. households were food secure (USDA, 2018b).
These households had no issues accessing sufficient food needed for an active and healthy life
for all household members. Food secure households are those that have high food security and
marginal food security (USDA, 2018b). However, 11.8% (15 million) of U.S. households were
food insecure at some time throughout 2017 (USDA, 2018b). Due to insufficient money or other
resources for food, these households were unable to obtain enough food to meet the nutritional
needs of all their members. Food-insecure households include households experiencing low food
security and very low food security (USDA, 2018b).
Moreover, 7.3% (9.3 million) of U.S. households experienced low food security in 2017
(USDA, 2018b). Although these households reported diminished quality or desirability of their
diet, they indicated little or no changes in the amount of food that was consumed due to a variety
of coping strategies that they employed (USDA, 2018b). These households participated in
federal food assistance programs such as the Supplemental Nutrition Assistance Program
(SNAP) and the Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC); acquired emergency food from community food pantries; or ate a less diverse diet
(USDA, 2018b). The statistics for low food security in the U.S. were virtually unchanged from
7.4% from 2016 to 2017 (USDA, 2018b).
Furthermore, 4.5% (5.8 million) of U.S. households experienced very low food security
at some time throughout 2017 (USDA, 2018b). Due to insufficient money or other resources for
food in these households, the normal eating patterns of one or more household members were
disrupted, and food consumption was reduced at times throughout the year (USDA, 2018b). In
these households, as long as one member experienced very low food security, the household is
classified as such regardless of who the member is.
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When households experience very low food security in the U.S., a reduction in their food
intake and disrupted eating patterns are usually episodic, but not typically chronic (ColemanJensen et al., 2018). About one-fourth of food-insecure households and one-third of those with
very low food security, experienced the related conditions often or almost every month in the
year (Coleman-Jensen et al., 2018). On average, households that were food insecure at some time
during the year were food insecure for a total of 7 months during the year. During the 30-day
period ending in mid-December 2017 when the CPS was administered, 8 million households
(6.3% of all households) were food insecure (Coleman-Jensen et al., 2018). Most of the
households that experienced very low food security during this time period, did so for 1 to 7
days. The average daily prevalence of very low food security during this 30-day period ending in
December 2017 was between 0.8 million and 1 million households (0.7 to 0.8% of all
households). These households make up about 15 to 18% of the annual prevalence of very low
food security (Coleman-Jensen et al., 2018).
Nevada was ranked number 10 out of 20 states with the worst food hardship rates in
2016-2017 (FRAC, 2018). Food hardship is the rate at which Americans answered “yes” to the
following question in a survey conducted by Gallup as part of the Gallup-Sharecare Well-Being
Index: “Have there been times in the past 12 months when you did not have enough money to
buy food that you or your family needed?” (FRAC, 2018). Nevada had a food insecurity rate of
12.7% (372,820 people) in 2016 (Feeding America, 2018c). Clark County, the most populous
county in Nevada and the 14th largest county in the nation (Data USA, n.d.), had a food
insecurity rate of 12.8% (264,020 people) in 2016 (Feeding America, 2018b).
Although many Americans experience issues with food access, African Americans in
particular, have the highest rates of food insecurity than any other racial/ethnic group in the
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nation (Coleman-Jensen et al., 2018). The rates of food insecurity for African Americans
(21.8%) were higher than the national average (11.8%) in 2017 (Coleman-Jensen et al., 2018).
Therefore, their unique experiences with food insecurity on both a national and local level will
be discussed in detail in this review of the literature.
African Americans and Food Insecurity
African Americans are currently the second largest emerging majority group as well as
the largest racial emerging majority group in America (P. R. Rose, 2018). In 2016, 43 million
(13.4%) African Americans resided in the U.S. This demographic group is projected to have a
population of 60.7 million persons by 2060 (United States Census Bureau, 2018). Diet-related
diseases such as heart disease, hypertension, obesity, and diabetes are prevalent in the African
American community (P. R. Rose, 2018).
In 2017, 13.4% of African Americans were in fair or poor health (Centers for Disease
Control and Prevention [CDC], 2017). In fact, the leading cause of death (23.3%) for African
Americans in 2017 was heart disease (CDC, 2017). The 2017 data showed that 40.5% of men
and 44% of women aged 20 and over suffered from hypertension in this population (CDC,
2017). In the same year, 37.5% of men and 56.1% of women aged 20 and over were obese in this
population (CDC, 2017). In 2013-2015, 12.1% of African Americans were diagnosed with
diabetes (CDC, 2019).
In addition to diet-related health challenges, African Americans also face significant
disparities when it comes to accessing food. In 2017, this population made up at least 60% of the
10 counties with the highest food insecurity rates in the nation (Feeding America, 2018a).
Furthermore, 7 of these 10 counties are located in Mississippi (Feeding America, 2018a).
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African American households had a food insecurity rate (21.8%) that was higher than the
national average (11.8%) and more than twice as much as the rate for White, non-Hispanic
households (8.8%) in 2017 (Coleman-Jensen et al., 2018). This food insecurity rate includes all
households that experience low food security and very low food security. In the same year,
African American households also had the highest rates of low food security (13.3%) and very
low food security (8.5%), compared to any other racial/ethnic group in the country. The
prevalence of very low food security was significantly higher than the national average (4.5%)
for African American households in 2017 (Coleman-Jensen et al., 2018). Table 1 shows the
prevalence of household food insecurity rates by race/ethnicity in the United States in 2017.

Table 1: Prevalence of Household Food Insecurity in the United States by Race/Ethnicity
in 2017.
With Low
Food Security

Total
Race/Ethnicity

With Very Low
Food Security

Households

Percent

Households

Percent

Households

Percent

White, non-Hispanic

7,465

8.8

4,389

5.2

3,076

3.6

Black, non-Hispanic

3,559

21.8

2,164

13.3

1,395

8.5

Hispanic

3,089

18.0

2,137

12.5

952

5.5

906

9.9

572

6.3

334

3.6

Other, non-Hispanic

Note: Data for household food insecurity in the U.S. retrieved from Coleman-Jensen et al. (2018).

In some households, only adults are food-insecure due to substantial reductions in their
food intake in order to protect their children from disrupted eating patterns (Coleman-Jensen et
al., 2018). However, households with food-insecure children are those with low or very low food
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security among children (Coleman-Jensen et al., 2018). Table 2 shows the prevalence of food
insecurity in households with children by race/ethnicity in the United States in 2017 (ColemanJensen et al., 2018). Among households with children, African Americans had a higher
percentage of food-insecure children (13.1%) than the national average (7.7%) and more than
double that of White, non-Hispanics (5.6%) in 2017. In that same year, African Americans also
had the highest percentage of households with very low food security among children (1.2%)
than any other racial/ethnic group in the country (Coleman-Jensen et al., 2018).

Table 2: Prevalence of Food Insecurity in Households with Children in the United States
by Race/Ethnicity in 2017.
Households with
Food-Insecure
Children

Food-Insecure
Households

Race/Ethnicity

Households with Very
Low Food Security
Among Children

Households

Percent

Households

Percent

Households

Percent

White, non-Hispanic

2,560

11.9

1,206

5.6

101

0.5

Black, non-Hispanic

1,320

26.1

661

13.1

59

1.2

Hispanic

1,706

21.1

866

10.7

81

1.0

382

11.5

194

5.8

NA

NA

Other, non-Hispanic

Note: Data for food insecurity in households with children in the U.S. retrieved from Coleman-Jensen et al.
(2018).

Food-Insecure African Americans in Clark County, Nevada
Las Vegas, which is located in Clark County, is considered a metropolitan area with a
large African American population of 237,543 (11%) people (Black Demographics, n.d.).
Three Square is the food bank that services Southern Nevada, which includes Clark County. In
2014, Three Square and their partner agencies provided food for 71,700 (24.1% of clients)
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African American clients (Feeding America, 2014). Table 3 shows the five zip codes with the
highest food insecurity rates in Clark County in 2017. The zip code with the highest food
insecurity rate, 89106, is in the Bonanza Village/West Las Vegas neighborhood and has a 39.9%
(10,287 people) African American population (United States Zip Codes, 2019). African
Americans are the largest racial group in this neighborhood (United States Zip Codes, 2019).
Both national and local data convey that this population faces profound barriers as they try to
access food for themselves and their families.

Table 3: Five Zip Codes with the Highest Food Insecurity Rates in Clark County in 2017.

Zip Code

Neighborhood

Food Insecurity
Rate

African
American
Population

Percent

89106

Bonanza Village/West Las Vegas

25.5%

10,287

39.9%

89169

Paradise/Winchester

20.6%

3,068

13.2%

89029

Laughlin

20.4%

227

3.0%

89107

Charleston/Charleston Heights

20.2%

2,638

7.3%

89119

McCarran Airport

18.7%

5,876

11.9%

Note: Data for zip codes with highest food insecurity rates in Clark County retrieved from Three Square (2018),
and for African American population/percent from United States Zip Codes (2019).

Barriers to African Americans Accessing Healthy and Affordable Food
African Americans face many barriers in the pursuit of food that is healthy and
affordable. African American households experience disproportionate levels of lower household
income than their White, non-Hispanic counterparts. The median income for African American
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households in the U.S. was $40,258 in 2017 (Fontenot, Semega, & Kollar, 2018). This income
was significantly lower than their White, non-Hispanic counterparts, which was $68,145
(Fontenot et al., 2018). In Clark County, African Americans had the lowest household median
income ($38,679) in 2017 (Healthy Southern Nevada, 2019). This income was also significantly
lower than their White, non-Hispanic counterparts, which was $61,494 (Healthy Southern
Nevada, 2019). Thus, lower household income serves as a food access barrier for African
Americans. In addition, poverty, unemployment, food injustice, food mirages, and racial
segregation are also food access barriers that African Americans face, which will be discussed in
detail below.
Poverty
Poverty is another barrier for African Americans as they try to access food. The poverty
rate for African Americans (21.2%) in the U.S. was more than twice that of non-Hispanic Whites
(8.7%) (Fontenot et al., 2018) in 2017. Furthermore, 10% of African Americans lived in deep
poverty as compared to four percent of non-Hispanic Whites, and six percent of all people in the
U.S. in 2017 (Fontenot et al., 2018). Deep poverty is defined as households with a total cash
income below 50% of the federal poverty level (UC Davis Center for Poverty Research, n.d.). In
Clark County, African Americans had the highest percentage of families living below the federal
poverty level (21.3%) in 2017 as compared to the average rate of 11% (Healthy Southern
Nevada, 2019).
Unemployment
Unemployment is another factor that contributes to food insecurity and poverty in the
African American community. Low-income African American families that experience food
insecurity with hunger are significantly more likely to be unemployed and have lower incomes in
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comparison to African American food-insecure households without hunger as well as foodsecure households (Vedovato et al., 2016). As of February 2019, the unemployment rate for
African Americans in the U.S. was seven percent (United States Department of Labor, 2019a), as
compared to 3.3% for their White, non-Hispanic counterparts (United States Department of
Labor, 2019b). Between 2011-2015, African Americans in Clark County had a relatively high
unemployment rate (16.7%) in comparison to their White, non-Hispanic counterparts (10%) and
the overall average (10.8%) (Department of Employment, Training & Rehabilitation Research
and Analysis Bureau, 2017).
Food Injustice
Food injustice is a significant barrier faced by African Americans. Food injustice is
defined as the disparity in the accessibility of quality foods in low-income neighborhoods in
comparison to higher socioeconomic communities (P. R. Rose, 2018). African Americans in the
U.S. often reside in lower-income communities (Slocum, 2011), where supermarket availability
is limited (Giang, Karpyn, Laurison, Hillier, & Perry, 2008; Morland, Wing, Roux, & Poole,
2002; Powell, Slater, Mirtcheva, Bao, & Chaloupka, 2007). Only eight percent of African
Americans in the U.S. lived in neighborhoods with a supermarket, compared to 31% of Whites in
2009 (United States Department of Agriculture-Economic Research Service [USDA-ERS],
2009). These racial/ethnic and income disparities in food access have been widely examined in
the literature (Walker, Keane, & Burke, 2010).
Across the U.S., low-income communities have 25% fewer supermarkets than middleincome neighborhoods. Racial disparities in supermarket availability exist even after accounting
for differences in income within neighborhoods (Powell et al., 2007). Furthermore, individuals
that reside in low-income neighborhoods with limited food access often have difficulty accessing
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supermarkets due to transportation issues (Alwitt & Donley, 1997; Cotterill & Franklin, 1995; P.
R. Rose, 2018). These individuals spend significantly more time (19.5 minutes) traveling to a
grocery store than the national average (15 minutes) (USDA-ERS, 2009). African American
neighborhoods are 1.1 mile further from the nearest supermarket in comparison to the most
impoverished White neighborhoods (Zenk et al., 2005). Supermarkets are four times more likely
to be found in predominantly White neighborhoods compared to predominantly African
American neighborhoods (Morland, Wing, Roux, et al., 2002).
Moreover, convenience stores located in low-income communities have less healthy food
options and sell poorer quality food in comparison to higher-income communities (Bower,
Thorpe, Rohde, & Gaskin, 2014; Glanz, Sallis, Saelens, & Frank, 2007; Lewis et al., 2005). In
low-income communities, an abundance of convenience stores supply food that is energy dense
as well as high in fat and sugar (Bower et al., 2014). Furthermore, in African American
communities, a lower proportion of stores carry fresh produce compared to predominantly White
and racially mixed communities (Morland & Filomena, 2007). In addition, the quality of fresh
produce is significantly lower in predominantly low-income African American communities
compared to racially mixed, middle-income communities (Zenk et al., 2006).
Concerns for residents who rely on convenience stores for their nutritional needs is the
lack of healthy foods offered as well as food prices that are higher than supermarkets (USDAERS, 2009). Supermarkets offer greater variety and quality of healthy food items at a lower cost
as opposed to convenience stores (Glanz et al., 2007; Kaufman, MacDonald, Lutz, &
Smallwood, 1997). When consumers shop at convenience stores, they pay higher prices for
similar goods that are found in supermarkets (Chung & Myers Jr, 1999).
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Furthermore, the lack of access to healthy foods when supermarkets are absent in lowincome neighborhoods has a direct impact on health status (P. R. Rose, 2018). Accessibility to
supermarkets is associated with increased household fruit intake (D. Rose & Richards, 2004).
African Americans in Maryland, North Carolina, Mississippi, and Minnesota were reported to
have a 32% increase in their fruit and vegetable intake for each additional supermarket that was
found in their neighborhood (Morland, Wing, & Roux, 2002). In addition, African American
women in Detroit who had access to supermarkets, consumed more fruits and vegetables than
women who shopped at independent grocers, such as convenience stores (Zenk et al., 2005).
Food injustice is evident in the Clark County community of Bonanza Village/West Las
Vegas. This community has the highest food insecurity rate (25.5%) in Clark County (Three
Square, 2018) and African Americans make up the largest racial group (39.9%) in this area
(United States Zip Codes, 2019). The USDA’s Food Access Research Atlas creates maps
showing food access indicators for low-income and other census tracts using different measures
of supermarket accessibility (USDA, 2017d). When the zip code for Bonanza Village/West Las
Vegas (89106) is entered into the Food Access Research Atlas, two food access indicators
emerge for 2015. First, this community is located within a low-income, urban census tract where
a significant number or share of residents is more than a half mile away from a supermarket.
Second, this community is located within a low-income census tract where more than 100
housing units do not have a vehicle and are more than a half mile from the nearest supermarket
(USDA, 2017a). This census tract has a relatively high number of households (282 of 1,423 total
households or 19.8%) without vehicles that are more than one-half mile from a supermarket.
Thus, Bonanza Village/West Las Vegas is designated as low access to a supermarket and a lowincome neighborhood (USDA, 2017a), where food injustice is widespread.
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Food Mirages
Food mirages are another obstacle for African Americans when trying to access healthy
and affordable food. In a food mirage, several grocery stores are present in the community, but
their prices are too expensive for low-income households (Breyer & Voss-Andreae, 2013).
Therefore, these areas become similar to food deserts, which is the absence of supermarkets in
low-income and minority neighborhoods (Walker et al., 2010). A long journey is necessary to
obtain affordable and nutritious food in both cases (Breyer & Voss-Andreae, 2013).
Furthermore, in poor neighborhoods, residents pay more for food when shopping at local grocery
stores (Chung & Myers Jr, 1999).
For low-income African American families, food security is associated with the
perception that healthy foods are affordable and convenient (Vedovato et al., 2016). Therefore, if
these food-insecure families do not perceive that healthy foods are affordable, they will not
purchase or consume them (Hendrickson, Smith, & Eikenberry, 2006). The lack of access to
affordable and quality foods hinders the ability to maintain a healthy diet (Hendrickson et al.,
2006).
Even if a wide selection of healthy foods are available in these markets, individuals will
often choose processed foods as opposed to fresh produce because of cost (P. R. Rose, 2018).
Thus, individuals and families need to consider budgets and household income when they are
trying to acquire healthy foods (Breyer & Voss-Andreae, 2013). In Clark County, the average
cost of a meal is $3.11 compared to the state average of $3.01 and the national average of $3.00
(Feeding America, 2018b).
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Racial Segregation
Another barrier to accessing healthy and affordable food for African Americans is racial
segregation. In African American neighborhoods, racial segregation is a root cause of fast food
density (Kwate, 2008). Segregation spatially contains poverty in discrete neighborhoods, and
since African Americans have high rates of poverty, fast food is concentrated in these
communities (Kwate, 2008). African American neighborhoods primarily have a high prevalence
of fast food restaurants because this population is actively sought by fast food companies.
Segregation creates a spatially concentrated target area, which presents an ideal opportunity for
fast food companies (Kwate, 2008). Furthermore, African Americans face a grave disadvantage
to accessing high quality foods when they live in both impoverished and segregated
neighborhoods (Bower et al., 2014). Neighborhood racial composition is an even stronger
predictor of fast food restaurant location than socioeconomic status (Hilmers, Hilmers, & Dave,
2012).
Moreover, when compared to predominantly White neighborhoods, the presence of fast
food restaurants is disproportionately higher in African American communities, where the
prevalence of overweight, obesity, and chronic illnesses also tends to be higher (Kwate, 2008).
Predominantly African American neighborhoods have six times more fast food restaurants than
predominantly White neighborhoods (Block, Scribner, & DeSalvo, 2004). In low-income
neighborhoods, which are often predominantly comprised of African Americans, there are 2.4
fast food restaurants per square mile compared to 1.5 in predominantly White neighborhoods
(Galvez et al., 2008). Therefore, individuals who live in areas with limited access to healthy
foods may be more susceptible to poor diets and have poor health outcomes, such as obesity and
diabetes, due to easier access of unhealthy foods (USDA-ERS, 2009). As such, the local food
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environment has profound effects on health, and the structural factors within that environment
must be considered before behavior change can occur (Kwate, 2008).
Higher levels of racial segregation and greater income inequality exist in urban areas with
limited access to food (USDA-ERS, 2009), such as communities in Clark County. Moreover,
urban, low-income, segregated communities lack access to supermarkets, which likely limits
their access to nutritious foods (Bower et al., 2014). Fast food restaurants are abundant in Clark
County as there were 1,706 fast food restaurants in 2014. In addition, there were 0.82 fast food
restaurants per 1,000 population in 2009, the most recent year of data (USDA, 2017c).
Furthermore, Las Vegas ranked third out of the top 100 major cities with the most fast food
restaurants per capita in 2018 (Datafiniti, 2019).
In sum, disparate levels of poverty, lower household income, and unemployment as well
as food injustice, food mirages and racial segregation are all factors that place African
Americans at a profound disadvantage. These barriers impact their ability to access healthy and
nutritious foods throughout the year due to limited resources. This consistent uncertainty in food
access demonstrably results in poor mental health outcomes for food-insecure African
Americans.
The Impact of Food Insecurity on Mental Health for African Americans
Food insecurity is associated with depression and adverse mental health conditions
among adults (Gundersen & Ziliak, 2015). Furthermore, for African Americans, food insecurity
is associated with depressive symptoms (Chilton & Booth, 2007; Laraia et al., 2009; Zekeri,
2007) and psychological distress (Allen et al., 2017). Low-income first-time African American
mothers in North Carolina were reported to have depressive symptoms that were associated with
both marginal food security and food insecurity (Laraia et al., 2009).

22

Similarly, food-insecure, poor single African American mothers in rural Alabama
experienced psychological components of food insecurity (Zekeri, 2007). The majority of
respondents (65%) worried whether their food would run out before they got money to buy more.
In addition, the Center for Epidemiological Studies Depression Scale scores revealed that the
most common responses for depression among these women were feeling depressed, feeling sad,
feeling lonely, having trouble sleeping, and having trouble concentrating (Zekeri, 2007).
Moreover, the prevalence of mild to moderate psychological distress (MPD) in African
Americans was higher among those who reported food insecurity, while serious psychological
distress (SPD) was highest for those with food insecurity and hunger (Allen et al., 2017). In
addition, African Americans with food insecurity and hunger were associated with over sixfold
odds of higher SPD compared to African Americans living at or above the 200% federal poverty
level. These findings suggest that the presence of hunger plays a significant role in determining
the severity of psychological distress for African Americans (Allen et al., 2017).
Furthermore, a qualitative examination of the relationship between health, hunger, and
food insecurity among African American women generated two salient themes: the physical
experience of hunger due to lack of economic resources and the emotional experience of hunger
as displayed physically through loss of appetite or nervousness (Chilton & Booth, 2007). The
majority of the women were food insecure (79%) and some of them believed that their existing
chronic conditions were exacerbated by living in highly stressful and depressive circumstances.
In addition, some of the women experienced the inability to eat because of stress, while
others purposely chose not to eat because of stress or depression (Chilton & Booth, 2007). These
results are significant because they demonstrate that African American women not only
experience hunger as a physical dimension, but also as a psychological one, in which hunger
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itself contributes to stress. The majority of the women perceived their depression as something
that mental health providers could not treat (Chilton & Booth, 2007). It is important to
understand that mental health effects caused by stress of poverty, anxiety, and violence or trauma
may make up part of the wider experience of food insecurity, thereby contributing to the
association between food insecurity and poor health (Chilton & Booth, 2007).
The Impact of Food Insecurity on Mental Health in Other Populations
In a study conducted by Stuff et al. (2004), the association between household food
insecurity and self-reported health status in a racially diverse sample (55.1% African American
and 44.9% White) of poor adults in the Delta region of Arkansas, Louisiana, and Mississippi was
examined. Household food insecurity was associated with poor mental health in this diverse
sample (Stuff et al., 2004). Participants who were food insecure had lower mental summary
scores based on the Short Form 12-Item Health Survey (Stuff et al., 2004).
Similarly, a predominately non-Hispanic White sample in Louisiana (66.3%) and New
York (67.1%) reported an eight percent prevalence of concern about enough food in Louisiana
and an 11.8% prevalence in New York (Laraia, Siega-Riz, & Evenson, 2004). However,
disparities in race still existed. In Louisiana, African Americans were associated with three times
the odds of reporting concern about enough food than White adults. In New York, being African
American was associated with over four times the odds of reporting being concerned about
enough food compared to non-Hispanic White adults (Laraia et al., 2004). Experiencing
uncertainty or concern about obtaining enough food has a psychological nature and may result in
anxiety for individuals struggling with food access (Laraia et al., 2004).
Based on the studies cited above, these results demonstrate that food insecurity,
regardless of race, impacts the mental health of all adults. In addition to African Americans,
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Whites also experience poor mental health as a result of their food insecurity (Laraia et al., 2004;
Stuff et al., 2004). However, food-insecure African Americans still experience disparities in
mental health outcomes (Laraia et al., 2004).
In sum, the stress of food insecurity impacts the mental health of many African
Americans. The Transactional Model of Stress and Coping can provide a theoretical framework
to investigate how African Americans cope with food insecurity and further understand how this
phenomenon affects mental health outcomes in this population. This model as well as its
constructs will be discussed in detail.
The Transactional Model of Stress and Coping
The Transactional Model of Stress and Coping is a classic framework utilized for
evaluating processes of coping with stressful events (Lazarus & Folkman, 1984). This model is
considered transactional because the relationship between the person and the environment is
viewed as dynamic, mutually reciprocal, and bidirectional (Folkman, Lazarus, Gruen, &
DeLongis, 1986). Stress is conceptualized as a relationship between the person and the
environment, where the person assesses the environment as demanding or a threat to their wellbeing due to a lack of sufficient resources to address those demands (Lazarus & Folkman, 1984).
This model identifies cognitive appraisal and coping as critical mediators of the stressful personenvironment relationships as well as their immediate and long-term outcomes (Folkman,
Lazarus, Gruen, et al., 1986). Figure 1 shows the constructs of the Transactional Model of Stress
and Coping.
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Figure 1. Diagram of the Transactional Model of Stress and Coping. This figure illustrates the constructs of the
Transactional Model of Stress and Coping. Reprinted from Transactional model of stress: Lazarus and Folkman
(1975), 2014, Retrieved from: http://leemanibnotes.blogspot.com/2014/04/transactional-model-of-stresslazarus.html

In the process of cognitive appraisal, the person evaluates whether a specific encounter
with the environment has any relevance to his or her well-being and in what manner (Folkman,
Lazarus, Gruen, et al., 1986). Cognitive appraisal consists of primary and secondary appraisal. In
primary appraisal, the person assesses whether he or she has anything at stake in the stressful
encounter (Folkman, Lazarus, Gruen, et al., 1986). In secondary appraisal, the person evaluates if
anything can be done to address the encounter by overcoming or preventing harm or improving
upon the opportunity for benefit. In addition, various coping options are considered, such as
changing the situation, accepting it, seeking more information, or restraining from impulsive
behavior (Folkman, Lazarus, Gruen, et al., 1986).
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After the cognitive appraisal process occurs, the person determines how he or she will
cope with the stressful encounter. Coping relates to the person’s cognitive and behavioral efforts
to manage the internal and external demands of the person-environment transaction that is
evaluated as challenging or exceeding the person’s resources (Folkman, Lazarus, Gruen, et al.,
1986). Coping has two major functions: problem-focused coping and emotion-focused coping.
Problem-focused coping is described as confronting the problem that is causing distress, and
includes “aggressive interpersonal efforts to alter the situation, as well as cool, rational,
deliberate efforts to problem solve” (Folkman, Lazarus, Gruen, et al., 1986, p. 572). Emotionfocused coping refers to regulating one’s emotions, and includes “distancing, self-controlling,
seeking social support, escape-avoidance, accepting responsibility, and positive reappraisal”
(Folkman, Lazarus, Gruen, et al., 1986, p. 572). Research has shown that individuals use both
forms of coping in every type of stressful encounter (Folkman & Lazarus, 1980, 1985).
The immediate outcome of an encounter is dependent upon the person’s judgment of
their ability to resolve the encounter successfully (Folkman, Lazarus, Dunkel-Schetter,
DeLongis, & Gruen, 1986). This judgment is based upon the individual’s values and goals as
well as their expectations regarding various aspects of the stressful encounter. In some cases,
even if there was no resolution of the problem causing distress, an outcome may be viewed
satisfactorily if the individual believes that the demands of the encounter were managed to the
best of their ability (Folkman, Lazarus, Dunkel-Schetter, et al., 1986). However, in other cases,
even though a problem causing distress may have been resolved, an outcome may be evaluated
as disapproving if the resolution was inconsistent with the individual’s goals and values, less
than what he or she believed he or she could accomplish, or created additional difficulties within
their social context (Folkman, Lazarus, Dunkel-Schetter, et al., 1986).
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The Transactional Model of Stress and Coping provides a theoretical framework to
investigate how African Americans cope with food insecurity. Within this framework, the
stressor is food insecurity. Coping processes with this stressful experience will be evaluated.
Understanding the relationship between the individual and their environment (lack of access to
healthy and affordable food) and how they appraise this stressor is critical to developing tailored
interventions for this population. In addition to food insecurity, African Americans already
encounter existing daily stressors, thereby contributing to the disparities in stress exposure for
this population. The evaluation of these coping processes will take place in Clark County,
Nevada, and provide insight into the urban African American population residing in this area.
Disparities in Stress Exposure for African Americans
Stress is considered one of the top 10 determinants of disparities in health (World Health
Organization [WHO], 2008). African Americans report higher levels of stress than their White
counterparts (American Psychological Association [APA], 2017). Food insecurity can add
another layer of stress that African Americans already experience. Coping with high levels of
stress over a significant amount of time with acute and chronic stressors can have a profound
impact on health outcomes for African Americans (Geronimus, Hicken, Keene, & Bound, 2006).
Furthermore, the stress of living in a race-conscious society where African Americans are
stigmatized and disadvantaged may cause disproportionate physiological deterioration, as the
stress response disrupts the regulation of various systems throughout the body (Geronimus et al.,
2006).
Discrimination
Discrimination, particularly racial discrimination, is another stressor that African
Americans experience and leads to poor physical and mental health for this population (Borrell,
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Kiefe, Williams, Diez-Roux, & Gordon-Larsen, 2006). Racial discrimination permeates many
aspects of African American life (Utsey, Ponterotto, Reynolds, & Cancelli, 2000) and contributes
to race-based physical health disparities that affect this population (Mays, Cochran, & Barnes,
2007). Chronic experiences with race-based discrimination, both actual and perceived, lead to
harmful health effects for African Americans (Mays et al., 2007).
As a result of these experiences, a process of physiological responses such as elevated
blood pressure and heart rate, production of biochemical reactions, and hypervigilance ensue,
which eventually results in disease and mortality (Mays et al., 2007). African Americans who
perceive themselves to be victimized by racial discrimination have lower levels of mastery
(degree to which individuals perceive themselves to be in control of their own lives) than African
Americans who have not experienced discrimination (Broman, Mavaddat, & Hsu, 2000). In
addition, levels of psychological distress increase for African Americans who perceive that they
have been discriminated against (Broman et al., 2000).
Association Between Discrimination and Food Insecurity
Furthermore, experiences of discrimination are strongly associated with household food
insecurity (Chilton et al., 2018). African American food-insecure caregivers of young children
are much more likely to experience discrimination than their White counterparts. Food insecurity
was also higher among caregivers who experienced any type of discrimination regardless of
setting (Chilton et al., 2018). Caregiver experiences of discrimination in school, hiring, at work,
in public settings, and in interactions with law enforcement were significantly associated with
household food insecurity. With regard to experiences of discrimination in housing, public
assistance and medical care, statistically significant differences existed for caregivers who
reported child food insecurity (Chilton et al., 2018). Thus, the patterns of racial and ethnic
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inequities in food insecurity are associated with discrimination in various settings such as
schools, workplaces, courts, on the street, and in healthcare settings (Chilton et al., 2018).
Similarly, Burke et al. (2018) examined the severity of household food insecurity and
lifetime racial discrimination among African American households in South Carolina. A one-unit
increase in the frequency of lifetime racial discrimination was associated with a five percent
increase in the odds of being very low food secure (Burke et al., 2018). In addition, respondents
who had experiences of racial discrimination that were stigmatizing and/or devaluing, occurred
at a workplace and/or school, or were threatening and/or aggressive increased the odds of being
very low food secure (Burke et al., 2018). Thus, lifetime racial discrimination should be
considered an independent risk factor for severity of food insecurity (Burke et al., 2018).
Stress and Depression
Stress is more likely to lead to the onset and progression of depression (Hammen, 2005).
Key stressors associated with food insecurity, namely discrimination (Paradies et al., 2015) and
financial strain (Zimmerman & Katon, 2005), are considered to lead to depression as well. On a
psychological level, the stressors associated with social and economic disadvantage, such as food
insecurity, impacts the way individuals think and feel about themselves and others (APA, 2017).
Individuals with low socioeconomic status, such as many food-insecure African Americans, have
higher rates of depressive symptoms and more persistent symptoms than those with higher
socioeconomic status (APA, 2017). For food-insecure African Americans, a mental health
intervention is a potential avenue for this high-risk group, particularly addressing depressive
symptomatology (Flórez, Dubowitz, Ghosh-Dastidar, Beckman, & Collins, 2015).
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Racial Disparities in Utilization of Mental Health Services
Furthermore, significant racial disparities exist in the utilization of mental health services
for depression. African Americans are significantly less likely than non-Hispanic Whites to
receive any mental health care (APA, 2017). Although systemic barriers must be addressed
(Alegría et al., 2008), the stigma that minority groups have regarding receiving mental health
care must also be considered (Corrigan, 2004). For example, food-insecure African American
women who were living in highly stressful and depressive circumstances expressed disdain for
mental health providers and believed that they could not treat their depression (Chilton & Booth,
2007). These women sought faith-based food pantries and their associated churches as providers
of vital spiritual, social, and mental support (Chilton & Booth, 2007). This stigma regarding
mental health care presents a significant barrier for seeking mental health treatment.
In sum, African Americans experience other stressors in addition to food insecurity.
Disparities in stress exposure for this population is a result of social and economic disadvantage
as well as racial discrimination, which is also associated with household food insecurity. Thus,
the cumulative impact of these stressors leads to poor mental health outcomes, such as
depression, which is measured in this study. Consequently, the stigma African Americans have
regarding mental health care presents a significant barrier for treatment. Moreover, the stress
ultimately derived from food insecurity leads to the utilization of several coping strategies by
many African Americans to access food.
Coping Strategies Employed by Food-Insecure African Americans
Food-insecure African Americans have been shown to engage in various coping
strategies to access food. A common coping strategy that food-insecure African Americans
utilize is charitable food assistance. Charitable food assistance is a nationwide network of food
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programs supported by Feeding America that helps to combat hunger through coordinated efforts
(Weinfield et al., 2014). Feeding America is a national network of member food banks, that
feeds one in three food-insecure African Americans every year (Feeding America, 2018a).
African American households are disproportionately represented within the charitable food
assistance client population. African Americans are three times as likely to receive assistance
through the Feeding America network as compared to their White, non-Hispanic peers (10%)
(Feeding America, 2017).
Moreover, food-insecure, poor single African American mothers in rural Alabama
reportedly obtained food for themselves and their children by employing numerous strategies to
ensure that an adequate amount of food was available for the family (Zekeri, 2007). These
strategies included employment, government assistance such as food stamps, cash assistance
from relatives and friends, and food from food banks and churches. Other coping strategies
reported were cohabiting, co-residing with a friend or relative, eating at a Senior Meal Program,
and eating less (Zekeri, 2007).
Furthermore, urban emergency food center clients in the greater Cleveland, Ohio area
have been shown to utilize many coping strategies during a typical month in order to feed
themselves and/or their families beyond the use of emergency food services (Petchers &
Kordisch, 1989). African Americans made up the majority of the sample (69.4%). Respondents
indicated that they borrowed money or food from friends or relatives, found odd jobs or day
work, bought food on credit, sold items to raise money, and sold blood (Petchers & Kordisch,
1989).
Other coping strategies reported were stretching food dollars, eating fewer meals, selling
drugs, prostitution, begging, gambling, stealing, requesting or stealing food from grocery stores
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or restaurants, gardening, children begging, taking part in pornographic films, eating dog food,
killing for food and money, getting sent to jail, and avoiding problems through the use of alcohol
(Petchers & Kordisch, 1989). These results demonstrate that food insecurity can lead to extreme
and often dangerous acts of coping to access food.
Coping Strategies Employed by Other Food-Insecure Populations
In a predominately White sample (79%) of food pantry clients in Washington state, more
socially acceptable coping strategies were reported in focus groups (Hoisington, Shultz, &
Butkus, 2002). Participants stretched food at home by making food in bulk, using leftovers,
making use of what was available, and freezing foods for later use (Hoisington et al., 2002).
Participants also used a combination of stores, discount coupons, and sales to purchase foods and
ingredients. Substituting food ingredients were common and included substituting powdered
milk for fresh, canned or frozen vegetables for fresh, dried beans for canned, and cheaper cuts of
meats for more expensive ones (Hoisington et al., 2002). Some coping strategies put families at
risk, including getting cash advances, putting off paying other bills, and cutting back on nonfood
grocery items such as paper goods. Spending tradeoffs between food and other necessities (i.e.
bills) were also a common element of coping (Hoisington et al., 2002). In addition, food
insecurity required families to search for uncharacteristic sources of food, such as emergency
foods, shared meals with others, trading labor for food, and trading food to diversify food
resources (Hoisington et al., 2002).
In a qualitative study examining the experiences and structural determinants of food
insecurity among low-income people with chronic conditions in the San Francisco Bay Area, a
majority White population (50%) described similar strategies for procuring food (Whittle et al.,
2015). Common strategies for avoiding hunger were stockpiling food in times of plenty, relying
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on friends and/or family for food or money to buy food, storing frozen meals from food
programs and heating them up at a late date, stretching food dollars, and relying on multiple food
programs (Whittle et al., 2015). Other coping strategies described were taking part in studies for
vouchers or cash, dumpster diving, recycling bottles for cash, and selling a local street
newspaper (Whittle et al., 2015). Socially unacceptable strategies for obtaining food or money to
buy food included checking into homeless shelters explicitly for meals despite renting an
apartment, sneaking into buffet events at a local university, earning extra income without
informing the Social Security Administration, exchanges involving sexual activity, and selling
prescription drugs including treatments for erectile dysfunction and morphine (Whittle et al.,
2015). However, these socially unacceptable coping strategies were not as violent and dangerous
as those described in the Petchers and Kordisch (1989) study.
Coping strategies described in the peer-reviewed literature appear different in African
American populations in comparison to White populations. African Americans tend to have
more violent tendencies associated with food insecurity in comparison to Whites (Petchers &
Kordisch, 1989). African Americans also experience psychological aspects of coping with food
insecurity (Zekeri, 2007). In addition, White populations seem to have more socially acceptable
ways of procuring food and avoiding hunger (Hoisington et al., 2002; Whittle et al., 2015).
However, both populations benefit from emergency food assistance programs to prevent hunger
(Hoisington et al., 2002; Petchers & Kordisch, 1989; Whittle et al., 2015; Zekeri, 2007).
Therefore, understanding stress and coping for food-insecure African Americans is essential for
their health promotion.
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Coping Strategies versus Coping Processes: Gaps in the Literature
A distinction can be made between coping strategies and coping processes. In the
definition of coping presented by Folkman, Lazarus, Gruen, et al. (1986), three key features
exist. First, it is process oriented, which means that it focuses on what the individual actually
thinks and does in a particular stressful encounter as well as how these thoughts and actions
change as the encounter unfolds (Folkman, Lazarus, Dunkel-Schetter, et al., 1986). Second,
coping is viewed as contextual, which means that it is influenced by the individuals’ evaluation
of the actual demands in the encounter as well as resources for managing them. Third, no a priori
assumptions are made regarding what constitutes good or bad coping. Coping is defined as an
individual’s efforts to manage demands, regardless if those efforts are successful or not
(Folkman, Lazarus, Dunkel-Schetter, et al., 1986).
Demonstrably, coping strategies and coping processes are two different concepts. Coping
strategies are active and immediate responses to prevent hunger and its associated consequences
(Weinfield et al., 2014). However, coping processes focus on what an individual actually thinks
and does in a particular stressful encounter as well as how these thoughts and actions change as
the encounter unfolds (Folkman, Lazarus, Dunkel-Schetter, et al., 1986). Coping strategies for
food-insecure African Americans have been established in the literature (Feeding America, 2017;
Petchers & Kordisch, 1989; Zekeri, 2007), but a comprehensive evaluation of coping processes
conceptualized by Lazarus and Folkman (1984) have not been studied in this population.
When coping is considered as a process, it is characterized by “dynamics and changes
that are a function of continuous appraisals and reappraisals of the shifting person-environment
relationship” (Folkman et al., 1988, p. 2). African Americans have a unique experience with food
insecurity and an examination of their coping processes with this phenomenon will offer
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profound insight for a culturally relevant and tailored intervention. This study will provide an
evaluation of coping processes within a food-insecure, urban, African American population.
Statement of the Problem
African Americans face significant disparities when it comes to accessing food. African
American households had a food insecurity rate (21.8%) that was higher than the national
average (11.8%) and more than twice as much as the rate for White, non-Hispanic households
(8.8%) in 2017 (Coleman-Jensen et al., 2018). Clark County has an 11% African American
population (Data USA, n.d.), and a food insecurity rate of 12.8% (264,020 people) for the county
(Feeding America, 2018b). The neighborhood with the highest food insecurity rate (Bonanza
Village/West Las Vegas) in Clark County has a 39.9% (10,287 people) African American
population (United States Zip Codes, 2019), with this demographic group making up the largest
racial group in this community (United States Zip Codes, 2019).
African Americans face many barriers in the pursuit of food that is healthy and
affordable. These barriers include disparate levels of poverty, lower household income, and
unemployment as well as food injustice, food mirages and racial segregation. This consistent
uncertainty in food access demonstrably results in poor mental health outcomes for food-insecure
African Americans (Allen et al., 2017; Chilton & Booth, 2007; Laraia et al., 2009; Zekeri, 2007).
In order to access food, African Americans have been shown to engage in a myriad of coping
strategies (Feeding America, 2017; Petchers & Kordisch, 1989; Zekeri, 2007). However, coping
processes with food insecurity have not been studied in this population. The purpose of this study
is to evaluate processes of coping with food insecurity and determine their impact on emotional
well-being for African Americans in Clark County, Nevada.
The research questions for this study are as follows:
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1. What types of coping are predominantly utilized by African Americans compared to
other populations in Clark County, Nevada?
2. What impact does cognitive appraisal have on coping efforts among African
Americans compared to other populations in Clark County, Nevada?
3. What is the relationship between food insecurity and depressive symptoms among
African Americans compared to other populations in Clark County, Nevada?
4. What is the role of coping in mediating the relationship between food insecurity and
depressive symptoms among African Americans compared to other populations in
Clark County, Nevada?
5. Do coping efforts change based on the severity of food insecurity among African
Americans compared to other populations in Clark County, Nevada?
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Chapter 3: Methods
The review of the literature revealed that African Americans face many barriers in the
pursuit of food that is healthy and affordable. These barriers include disparate levels of poverty
(Fontenot et al., 2018; Healthy Southern Nevada, 2019), lower household income (Fontenot et
al., 2018; Healthy Southern Nevada, 2019), and unemployment (Department of Employment,
2017; United States Department of Labor, 2019a; Vedovato et al., 2016) as well as food injustice
(Alwitt & Donley, 1997; Bower et al., 2014; Chung & Myers Jr, 1999; Cotterill & Franklin,
1995; Giang et al., 2008; Glanz et al., 2007; Kaufman et al., 1997; Lewis et al., 2005; Morland &
Filomena, 2007; Morland, Wing, & Roux, 2002; Morland, Wing, Roux, et al., 2002; Powell et
al., 2007; D. Rose & Richards, 2004; P. R. Rose, 2018; Slocum, 2011; United States Department
of Agriculture Economic Research Service, 2009; Walker et al., 2010; Zenk et al., 2005; Zenk et
al., 2006), food mirages (Breyer & Voss-Andreae, 2013; Chung & Myers Jr, 1999; Feeding
America, 2018b; Hendrickson et al., 2006; P. R. Rose, 2018; Vedovato et al., 2016; Walker et
al., 2010) and racial segregation (Block et al., 2004; Bower et al., 2014; Datafiniti, 2019; Galvez
et al., 2008; Hilmers et al., 2012; Kwate, 2008; United States Department of Agriculture, 2017c;
United States Department of Agriculture Economic Research Service, 2009). This consistent
uncertainty in food access demonstrably results in poor mental health outcomes for food-insecure
African Americans (Allen et al., 2017; Chilton & Booth, 2007; Laraia et al., 2009; Zekeri, 2007).
Thus, this research study evaluated the impact of food insecurity on mental health and the
processes utilized by African Americans to cope with this stressor in Clark County, Nevada. As
such, here are the research questions that were answered in this study:
1. What types of coping are predominantly utilized by African Americans in comparison to
other populations in Clark County, Nevada?
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2. What impact does cognitive appraisal have on coping efforts among African Americans
compared to other populations in Clark County, Nevada?
3. What is the relationship between food insecurity and depressive symptoms among
African Americans compared to other populations in Clark County, Nevada?
4. What is the role of coping in mediating the relationship between food insecurity and
depressive symptoms among African Americans compared to other populations in Clark
County, Nevada?
5. Do coping efforts change based on the severity of food insecurity among African
Americans compared to other populations in Clark County, Nevada?
This study employed a quantitative cross-sectional research design with four independent
variables (food insecurity, food environment perceptions, spending tradeoffs, and coping
resources) and two dependent variables (coping processes and depressive symptoms). The main
purpose of the study was to investigate how the independent variables, both singly and in
combination, were related to coping and depressive symptoms. This chapter will detail the steps
taken to test the research questions and include a discussion of the participants, instrumentation,
procedures, and data analysis.
Participants
Using purposive sampling, study participants were adult clients recruited from 14
different food distribution sites across Clark County, Nevada that are operated by five different
emergency food organizations. These emergency food organizations included: (1) The Just One
Project (nine sites); (2) University of Nevada Las Vegas (UNLV) Food Pantry (two sites); (3)
Martin Luther King Jr. Senior Center (one site); (4) Three Square Food Bank (one site); and (5)
Macedonia Outreach Social Enrichment Services (one site). All participants were age 18 and
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older and received food from the designated emergency food sites. All adult clients accessing
emergency food services during the hours of data collection were approached for inclusion in the
study. Clients that expressed interest in joining the study were asked to complete a UNLV
Institutional Review Board (IRB) approved informed consent form (see Appendix A) and were
subsequently provided with paper copies of the study surveys to complete on site. The survey
took about 10 to 15 minutes to complete.
A minimum of 384 participants were required for enrollment in the study to achieve an
80% power and 95% confidence interval (Creative Research Systems, 2012). A total of 495
participants were enrolled in the study from August 2019 to December 2019. The Just One
Project’s nine food distribution sites included: (1) Gwendolyn Woolley Elementary School, (2)
The Just One Project, (3) Edythe & Lloyd Katz Elementary School, (4) Ruby S. Thomas
Elementary School, (5) J. Harold Brinley Middle School, (6) Mario C & Joanne Monaco Middle
School, (7) Helen Marie Smith Elementary School, (8) Hyde Park Middle School, and (9) Ed W.
Clark High School. These sites yielded a total of 353 participants. The UNLV Food Pantry’s two
food distribution sites included: (1) UNLV Food Pantry and (2) UNLV Student Union. These
sites yielded a total of 67 participants. The Martin Luther King Jr. Senior Center yielded a total
of 41 participants. Three Square Food Bank’s food distribution site (closed Walmart parking lot)
yielded a total of 20 participants. Lastly, the fifth emergency food organization, Macedonia
Outreach Social Enrichment Services (MOSES), yielded a total of 14 participants.
Instrumentation
The quantitative survey instrument (see Appendix B) was comprised of six measures to
evaluate stress and coping with regard to food insecurity in the African American population.
These measures included the Six-Item Short Form of the Food Security Survey Module
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(Blumberg et al., 1999), Ways of Coping Questionnaire (Folkman et al., 1988), and Center for
Epidemiological Studies Depression Scale (Radloff, 1977). Additional survey questions assessed
perceptions of the food environment, spending tradeoffs, ways of coping with not having enough
food, and demographics in order to be able to describe this population. Each scale and the
additional survey questions are further described below.
U.S. Household Food Security Survey Module
The U.S. Household Food Security Survey Module is used to assess the prevalence of
food insecurity/hunger at each of its measurable levels of severity among U.S. households. This
18-item measure has been shown to be a stable, robust, and reliable measurement tool (Bickel et
al., 2000). However, in circumstances where there are limitations on survey time and this
measure cannot be implemented, the standard abbreviated six-item subset was developed by
Blumberg et al. (1999). The Six-Item Short Form of the Food Security Survey Module, which
was used in this study, is robust and reliably captures the food security of households in the
general population. In addition, this abbreviated version has been shown to identify foodinsecure households as well as households with very low food security with high specificity and
sensitivity and minimal bias in comparison to the 18-item measure (Blumberg et al., 1999). The
reliability and validity of this tool has not been established in the peer-reviewed literature.
However, in the current study, the Cronbach alpha coefficient was 0.76. The Six-Item Short
Form of the Food Security Survey Module was used in this study to decrease respondent burden.
The Six-Item Short Form of the Food Security Survey Module has been used successfully
as a self-administered measure (USDA, 2017b). The sum of affirmative responses to the six
questions in the module yields the household’s raw score on the scale. Food security status is
then assigned as follows: (1) raw score of 0 to 1 is high or marginal food security, (2) raw score
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of 2 to 4 is low food security, and (3) raw score of 5 to 6 is very low food security (Bickel et al.,
2000). The Food Security Survey Module has been used extensively in studies with the African
American population (Allen et al., 2017; Burke et al., 2018; Chilton & Booth, 2007; Laraia et al.,
2009; Peters Jr et al., 2013; Vedovato et al., 2016; Zekeri, 2007). This survey module measured
the presence of the stressor, food insecurity, in the study population.
Ways of Coping Questionnaire
The Ways of Coping Questionnaire (WCQ) was designed to assess the thoughts and
actions individuals use to cope with daily stressful encounters (Folkman et al., 1988). The WCQ
was derived from a cognitive-phenomenological theory of stress and coping and is based on a
definition of coping as “the cognitive and behavioral efforts to manage specific external and/or
internal demands appraised as taxing or exceeding the resources of the individual” (Folkman et
al., 1988, p. 2). This questionnaire has been utilized as a research instrument in studies
examining the coping process as well as implemented to investigate the components and
determinants of coping in a vast array of studies (Folkman et al., 1988). The WCQ is a selfadministered measure and has been used to assess coping in encounters chosen by the respondent
as well as in encounters chosen by researchers to investigate a specific research question
(Folkman et al., 1988). In this measure, participants indicate on a 4-point Likert scale (0 = does
not apply or not used, 1 = used somewhat, 2 = used quite a bit, 3 = used a great deal) the extent
to which they use the 66 strategies listed in the questionnaire to cope with a stressful situation
(Folkman et al., 1988).
A factor analysis of the WCQ produced eight subscales: (1) confrontive coping, which
describes aggressive efforts used to alter the situation; (2) distancing, which describes cognitive
efforts to detach oneself and to minimize the significance of the situation; (3) self-controlling,
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which describes efforts to regulate one’s feelings and actions; (4) seeking social support, which
describes efforts to seek informational, tangible, and emotional support; (5) accepting
responsibility, which acknowledges one’s own role in the problem with a concomitant theme of
trying to put things right; (6) escape-avoidance, which describes wishful thinking and behavioral
efforts to avoid the problem; (7) planful problem-solving, which describes deliberate problemfocused efforts to alter the situation, coupled with an analytic approach to solving the problem;
and (8) positive reappraisal, which describes efforts to create positive meaning by focusing on
personal growth and includes a religious dimension (Folkman & Lazarus, 1980). The sum of the
participant’s responses to items for each subscale produces their raw scores, which provides a
summary of the extent to which each type of coping was used in a particular encounter. A
shortened version of the WCQ developed by Judge (1998) includes only the three highest factor
loading items for each of the eight subscales, thereby consisting of 24 items that describe coping
strategies associated with ordinary stressful events in day-to-day lives. This shortened version
was used in the study to decrease respondent burden.
Reliability of the WCQ was assessed by examining the internal consistency of the coping
measures, which is estimated with Cronbach’s coefficient alpha. The alpha coefficients for the
eight subscales are as follows: (1) confrontive coping:  = 0.70; (2) distancing:  = 0.61; (3)
self-controlling:  = 0.70; (4) seeking social support:  = 0.70; (5) accepting responsibility:  =
0.66; (6) escape-avoidance:  = 0.72; (7) planful problem solving:  = 0.68; and (8) positive
reappraisal:  = 0.79 (Folkman et al., 1988). In the current study, the Cronbach alpha
coefficients for the eight subscales are as follows: (1) confrontive coping:  = 0.72; (2)
distancing:  = 0.82; (3) self-controlling:  = 0.82; (4) seeking social support:  = 0.83; (5)
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accepting responsibility:  = 0.78; (6) escape-avoidance:  = 0.88; (7) planful problem solving:
 = 0.86; and (8) positive reappraisal:  = 0.82.
This questionnaire has been found to have face validity because the strategies described
in the questionnaire were reflective of what individuals have reported using to cope with
demands of stressful situations. This measure has also been found to have construct validity as
the results of Folkman and Lazarus’ studies (Folkman & Lazarus, 1980, 1985; Folkman,
Lazarus, Dunkel-Schetter, et al., 1986) were consistent with their theoretical predictions. The
WCQ has been used in studies with the African American population (Knight, Silverstein,
McCallum, & Fox, 2000; Musil, 1998; Ross & Aday, 2006; Smyth & Yarandi, 1996). In fact, a
study conducted by Smyth and Yarandi (1996) demonstrated the factorial structure of the WCQ
with African American women produced three factors (active coping, avoidance, and minimize
the situation) as opposed to the eight factors derived from a sample of middle-age White subjects
(Folkman & Lazarus, 1980). The WCQ was used in this study to measure coping with food
insecurity in the study population. This instrument has not been used in a food-insecure
population before.
Center for Epidemiological Studies Depression Scale
The Center for Epidemiological Studies Depression Scale (CES-D) is a short self-report
scale designed to measure depressive symptomatology in the general population (Radloff, 1977).
The CES-D was developed to measure the current level of depressive symptomatology
experienced by an individual, with a focus on depressed mood. Therefore, the symptoms listed in
the scale are among those in which a clinical depression diagnosis is based (Radloff, 1977). The
CES-D may be used by lay interviewers and was designed for use in studies that examine the
relationships between depression and other variables across population subgroups. This scale
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consists of 20 symptoms that may be occasionally experienced by healthy individuals. Moreover,
an extremely depressed person would be expected to experience many but not necessarily all of
the symptoms (Radloff, 1977).
The CES-D was found to have very high internal consistency in the general population (
= 0.85) and in the patient sample ( = 0.90) (Radloff, 1977). In the current study, the Cronbach
alpha coefficient was 0.90. In addition, the scale was found to be reliable in other research
(Hann, Winter, & Jacobsen, 1999). The CES-D had adequate test-retest repeatability. All
participants were retested only once; those that were retested within a few weeks had correlations
in the moderate range (between r = 0.45 and r = 0.70), and those that were retested between 3 to
12 months and had no negative life events occur had a high correlation (r = 0.54) (Radloff,
1977). Validity for the CES-D was established by patterns of correlations with other self-report
measures and clinical ratings of depression as well as relationships with other variables that
support its construct validity (Radloff, 1977).
The score for the CES-D is the sum of 20 questions. Thus, a possible range for a
participant is 0 to 60 (Radloff, 1977). However, if more than four questions are missing answers,
the CES-D is not scored per instrument guidelines (Radloff, 1977). A score of 16 points or more
is considered at risk for clinical depression (Radloff, 1977). The CES-D has been used in studies
with the African American population (Laraia et al., 2009; Zekeri, 2007). The CES-D was used
in this study to measure depressive symptomatology as it relates to food insecurity in the study
population.
Additional Survey Questions
Additional survey questions included perceptions of the food environment, spending
tradeoffs, ways of coping with not having enough food, and demographics. Questions about the
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local food environment were adapted from a study conducted by Garasky, Morton, and Greder
(2004) that examined levels of food insecurity and perceptions of the food environment from
urban, rural, and suburban food pantry clients in Iowa. This section of the survey is comprised of
five questions that ask about perceptions of the adequacy of the number of grocery stores in the
community (not enough, enough, more than enough), prices (not affordable, rarely affordable,
sometimes affordable, always affordable), store locations (not safe, usually safe, always safe),
transportation (yes/no), and travel time (minutes) to grocery stores (Garasky et al., 2004).
Questions on spending tradeoffs were extracted from Feeding America’s Hunger in
America 2014 Client Survey (Feeding America, 2013). This section of the survey is comprised
of five questions that ask about choices households have to make between paying for food and
paying for other necessities, namely medicine/medical care, utilities, rent/mortgage,
transportation/gas for a car, and education expenses (Feeding America, 2013). Response
categories for these questions include “every month”, “some months during the year”, “one or
two times a year”, and “never”.
Questions regarding ways of coping with not having enough food were extracted from
section five of the December 2017 CPS Food Security Supplement (USDA, 2017b). This section
of the survey is comprised of nine items that ask questions about various ways that individuals
access food when they do not have enough to eat. Response categories for questions eliciting
participation in various coping resources include “yes/no”. Response categories eliciting
frequency of this participation include “almost every month”, “some months but not every
month”, and “only one or two months”.
Demographic questions in the survey elicited responses regarding age, gender,
race/ethnicity, education, marital status, employment status, household size, and children in the
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home. These questions also assessed self-reported health, current living situation (own, rent,
temporary housing), monthly income, health insurance status, and chronic disease status. In
addition, participation in food assistance programs, zip code in which the respondent resides, and
non-English language spoken at home were also elicited from these questions.
The demographic questions on monthly income and current living situation were extracted
from Feeding America’s Hunger in America 2014 Client Survey (Feeding America, 2013). The
self-reported health question was extracted from core section 1 (health status); the chronic
disease status question has been modified based on core section 6 (chronic health conditions);
and the race/ethnicity, marital status, education level, employment status, children in the home,
and zip code of residence questions were all modified based on core section 8 (demographics) of
the 2018 Behavioral Risk Factor Surveillance System (BRFSS) questionnaire (CDC, 2018). The
demographic questions on participation in food assistance programs and food pantry/soup
kitchen visit frequency have been modified based on related questions from Robaina and Martin
(2013). The question eliciting languages other than English spoken at home was modified based
on the language spoken at home question (person question 14) in the American Community
Survey provided by the United States Census Bureau (United States Census Bureau, n.d.). All
other demographic questions were developed specifically for the survey.
Procedures
Three Square Food Bank (Three Square), which serves four counties in Southern Nevada
including Clark, was contacted prior to recruitment efforts to discuss the study and obtain
permission to collect data from their emergency food program as well as their partner agencies
(local emergency food organizations). After permission was obtained, a facility authorization
form was signed by Three Square documenting approval for data collection at these sites. An
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IRB application was then submitted to the UNLV IRB to proceed with the study. The IRB
application included the study protocol, data collection tools, facility authorization form, and
research training certificates for the members of the research team. After IRB approval was
obtained (see Appendix C), the research study commenced.
Research Assistants
Three research assistants were initially retained for the study to assist with data
collection. These research assistants included two UNLV undergraduates and one UNLV
alumnus. The research assistants were provided with an orientation for the study as well as
training in the study protocol (in addition to the required Collaborative Institutional Training
Initiative) by the student investigator preceding data collection. After data collection began in
August 2019, three additional research assistants were similarly oriented and trained in the study
protocol to assist with ongoing data collection efforts. These research assistants included three
UNLV undergraduates. Modifications to the IRB application were submitted on behalf of these
additional research assistants. Thus, a total of six research assistants were trained to assist in
approaching and consenting clients, administering the survey when necessary, and answering
questions related to the survey or overall study.
Securing Data Collection Sites
When all training was completed and the research team was prepared to begin data
collection, Three Square was contacted to assist with the recruitment of local emergency food
organizations to serve as data collection sites. Three Square was exceedingly helpful in this
process as they are trusted by their partner agencies, which results in the agencies being more
inclined to provide the student investigator with permission to attend their food distribution
dates. Three Square ultimately garnered approvals from the Program Directors for the Just One
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Project, MOSES, and their own sponsored food distribution site at Walmart for the student
investigator to collect data at their food distribution sites.
The student investigator received approval for the UNLV Food Pantry by directly
contacting the Program Coordinator by email and subsequently setting up a meeting to discuss
the details of the study. In addition, the student investigator attended a local community breakfast
at a church in West Las Vegas to discuss the study in an effort to recruit more data collection
sites. As a result, the Martin Luther King Jr. Senior Center was identified as a recommended site
by an attendee of the breakfast. The student investigator contacted the director of this site by
telephone to discuss the study and ultimately received approval to collect data on this site’s food
pantry days.
As such, five emergency food organizations were recruited as data collection sites during
the months of August 2019 to December 2019. All of these emergency food organizations as
well as their associated food distribution sites were located in Clark County. The Martin Luther
King Jr. Senior Center and MOSES were located in the city of North Las Vegas. All other sites
were located in the city of Las Vegas.
Data Collection
During data collection days, at least one member of the research team was present at the
site during the time when food distribution services were provided in an effort to increase
recruitment. Depending on the number of clients expected to attend these food distribution dates,
the number of research team members on site ranged from one to five members for data
collection days. Data were collected for a total of 10 days at the Just One Project’s sites; 19 days
for the UNLV Food Pantry’s sites; 6 days for the Martin Luther King Jr. Senior Center; 1 day for
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Three Square; and 1 day for MOSES. Food distribution, and thus data collection, lasted for about
4 hours each day at each site.
Participants at the food distribution sites were approached to join the study and complete
the paper survey. After a participant confirmed that he/she met the inclusion criteria (18 or older
and receive emergency food services) and expressed interest in the study, the consenting process
began privately with the client. The consenting team member then discussed any questions or
concerns that the participant may have had during the consenting process. The participant was
then given a clipboard with the self-administered survey and a pen and asked to complete it on
site. If a participant had any vision, writing, or comprehension issues, then a study member
would administer the survey in an interview format with the client.
A member of the research team was always present on site to answer any additional
questions that the participant may have had while taking the survey. After a client completed the
survey, their participation in the study ended. A member of the research team then retrieved the
survey and secured it with all of the data collection materials from that site. All consent forms
and surveys were then stored in a locked file box.
Data Entry
All surveys were coded with a participant identification number to retain anonymity and
confidentiality. Data from each participant’s completed paper surveys were then entered into The
Statistical Package for the Social Sciences (SPSS) version 25 by the student investigator to
ensure consistency and accuracy of the data recorded. The SPSS software was then used to
analyze the data to answer the research questions.
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Data Analysis
The previously described quantitative survey instrument was used to operationalize the
constructs of the Transactional Model of Stress and Coping, the theoretical framework for this
study. Table 4 displays an overview of the constructs and measures utilized in this study. In
primary appraisal, a person assesses whether he or she has anything at stake in the stressful
encounter (Folkman, Lazarus, Gruen, et al., 1986). Primary appraisal was measured with 10
questions eliciting perceptions of the food environment as well as spending tradeoffs. In
secondary appraisal, a person evaluates if anything can be done to address the encounter by
overcoming or preventing harm or improving upon the opportunity for benefit (Folkman,
Lazarus, Gruen, et al., 1986). Secondary appraisal was measured using nine questions assessing
ways of coping with not having enough food, which evaluates various ways food is accessed
when there is not enough to eat and is unrelated to coping processes.

Table 4: Overview of Constructs and Measures
Construct
Primary
Appraisal

Secondary
Appraisal

Coping
Efforts

Outcomes of
Coping

Instrument

• Perceptions of the
Food Environment
• Spending Tradeoffs

Ways of Coping
with Not Having
Enough Food

Ways of Coping
Questionnaire
(WCQ) –
Shortened Version

Center for
Epidemiological
Studies Depression
Scale (CES-D)

Type of
Assessments/
Scores
Produced

• 5 items assessing
local food
environment
• 5 items assessing
choices between
paying for food and
other necessities

A set of 9 items
assessing various
ways food is
accessed when
there is not
enough to eat

24-item
questionnaire
assessing thoughts
and actions used to
cope with daily
stressful encounters

20-item scale
measuring
depressive
symptomatology
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Moreover, coping relates to a person’s cognitive and behavioral efforts to manage the
internal and external demands of the person-environment transaction that is evaluated as
challenging or exceeding the person’s resources (Folkman, Lazarus, Gruen, et al., 1986). Coping
efforts, which reflect coping processes in the Transactional Model of Stress and Coping, was
measured utilizing the WCQ. Lastly, the immediate outcome of an encounter is dependent upon
the person’s judgment of their ability to resolve the encounter successfully (Folkman, Lazarus,
Dunkel-Schetter, et al., 1986). Outcomes of coping was measured with the CES-D.
Furthermore, these measures along with statistical analyses were utilized to test the five
research questions for this study. Table 5 displays the research questions and statistical analyses
employed for each question. The Statistical Package for the Social Sciences (SPSS) version 25
was used to perform each statistical test.
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Table 5: Research Questions and Statistical Analyses

Research Questions

What types of coping
are predominantly
utilized by African
Americans in
comparison to other
populations in Clark
County, Nevada?
What impact does
cognitive appraisal
have on coping
efforts among
African Americans
compared to other
populations in Clark
County, Nevada?
What is the
relationship between
food insecurity and
depressive symptoms
among African
Americans compared
to other populations
in Clark County,
Nevada?
What is the role of
coping in mediating
the relationship
between food
insecurity and
depressive symptoms
among African
Americans compared
to other populations
in Clark County,
Nevada?
Do coping efforts
change based on the
severity of food
insecurity among
African Americans
compared to other
populations in Clark
County, Nevada?

Food
Security
Survey
Module

Perceptions
of Food
Environment

IV

Spending
Tradeoffs

IV

Coping
with Not
Enough
Food

IV

WCQ

Statistical
Analysis

Descriptive

Mean
Scores

DV

Multiple
Regression

IV

IV

Mediator

IV

DV
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CES-D

DV

Pearson
Correlation

DV

Mediation
Model
using
PROCESS

Two-Way
ANOVA

Descriptive Statistics
In order to describe the sample, descriptive statistics were calculated for the demographic
questions. Frequencies were calculated for gender, education, marital status, employment status,
monthly income, household size, current living situation, and non-English language spoken at
home. Additionally, frequencies were calculated for the following demographics: current food
assistance programs used; frequency of visits to food pantry, soup kitchen, or other meal
programs; self-rated health; chronic conditions; health insurance; and zip code of residence.
Means were calculated for participant age and number of children under age 18 living in the
household.
Research Question One
Research question one asks: what types of coping are predominantly utilized by African
Americans compared to other populations in Clark County, Nevada? The definition of the focal
encounter is essential to the correct administration of the WCQ. According to Folkman et al.
(1988), if a specific question would like to be explored, the investigator can identify a focal
encounter for the respondents. Therefore, a paragraph was constructed by the student investigator
to focus the respondents on their stressful experiences with food insecurity.
Mean scores of the eight coping scales were calculated to identify the three types of
coping that were predominantly utilized by African Americans compared to other populations in
Clark County, Nevada. In order to compare the two groups, the SPSS data file was split by a
binary race variable that identified participants as African Americans or Other. The three types
of coping predominantly utilized by each group was then identified by their mean scores for the
eight coping scales.
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Research Question Two
Research question two asks: what impact does cognitive appraisal have on coping efforts
among African Americans compared to other populations in Clark County, Nevada? Figure 2
shows the direct effects of cognitive appraisal (primary and secondary) on the eight types of
coping. A sum score calculation for the eight coping scales were required for statistical analysis
of this research question. In addition, the measures of cognitive appraisal (food environment
perceptions, spending tradeoffs, and coping resources) are sets of questions and not instruments.
Therefore, a scoring structure was established for these three measures.

Figure 2. Conceptual Model for Research Question Two. This figure illustrates the direct effects
of cognitive appraisal (primary and secondary) on the eight types of coping.

The scoring for the five questions included in perceptions of the food environment ranged
from 0 to 9. Scoring for questions 8 and 10 ranged from 0 to 2 due to three response options
each, with response option “not enough/safe” being 0 and “more than enough/always safe” being
2. Scoring for question nine ranged from 0 to 3 due to four response options, with response
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option “not affordable” being 0 and “always affordable” being 3. Question 11 has a binary
response option, thus “yes” was scored as 1 and “no” was scored as 0.
Lastly, question 12 is an open-ended question that asks, “how many minutes does it take
to get to the nearest supermarket?” In order for this question to be scored, a new variable was
created to determine if the minutes indicated in this response was more than the national average
of 15 minutes. If the response was higher, then it was scored as 1 for “yes”; if the response was
15 minutes or lower, then it was scored as 0 for “no”. These five questions measured primary
appraisal in the study.
Scoring for the five questions included in spending tradeoffs ranged from 0 to 15. Each
question has four response options, ranging from 0 to 3. The response option of “never” was
scored as 0 and “every month” was scored as 3. These five questions also measured primary
appraisal in the study.
Ways of coping with not having enough food included nine questions. Five questions
asked participants if they accessed or were aware of emergency food resources in their
community. The remaining four questions evaluated how often and when participants accessed
these resources and included skip patterns so participants would not have to answer these
questions if they did not access a particular resource. However, after reviewing responses to
these survey questions, it was apparent that a large number of participants struggled with
comprehension of the skip patterns. Therefore, many of these questions were answered
incorrectly. As a result, these four questions were omitted from the analysis. Only the five
primary questions were used to measure secondary appraisal in the study. Scoring for these five
questions ranged from 0 to 5. All of these questions have a binary response option, thus “yes”
was scored as 1 and “no” was scored as 0.
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Moreover, since the research question seeks to compare the African American population
in the sample to other populations in Clark County, a binary race variable that identified
participants as African Americans or Other was included in the analysis. Eight multiple
regressions were then calculated to understand the impact that cognitive appraisal and race have
on the eight types of coping among African Americans compared to other populations in Clark
County, Nevada.
Research Question Three
Research question three asks: what is the relationship between food insecurity and
depressive symptoms among African Americans compared to other populations in Clark County,
Nevada? Figure 3 shows the direct effect of food insecurity on depressive symptoms. A sum
score calculation for food security status and depressive symptoms were required for statistical
analysis of this research question. A Pearson Correlation was then performed to understand the
relationship between food insecurity and depressive symptoms among African Americans
compared to other populations in Clark County, Nevada. In order to compare the correlations for
both groups, the SPSS data file was split by a binary race variable that identified participants as
African Americans or Other.

Figure 3. Path Model for Research Question Three. This figure illustrates the
direct effect of food insecurity on depressive symptoms .
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Research Question Four
Research question four asks: what is the role of coping in mediating the relationship
between food insecurity and depressive symptoms among African Americans compared to other
populations in Clark County, Nevada? A sum score calculation for food security status,
depressive symptoms, and the eight coping scales were required for statistical analysis of this
research question. A mediation model using PROCESS (Hayes, 2018) was then performed to
understand the role of coping in mediating the relationship between food insecurity and
depressive symptoms among African Americans compared to other populations in Clark County,
Nevada. In order to compare the mediation model for both groups, the SPSS data file was split
by a binary race variable that identified participants as African Americans or Other.
PROCESS is a statistical command available in SPSS and “takes the computational
burden off the shoulders of the researcher by estimating the models, calculating various effects
of interest, and implementing modern and computer-intensive methods of inference” (Hayes,
2018, p. ix). Figure 4 shows the mediation path model for research question four. The direct
effect of food insecurity on depressive symptoms are shown along with the mediated effect of
coping in the relationship.
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Figure 4. Mediation Path Model for Research Question Four. This figure illustrates the
mediation path model relating the independent variable (food insecurity, X) to the dependent
variable (depressive symptoms, Y) through a mediator (coping, M). Here, a represents the direct
effect of X on M; b represents the direct effect of M on Y; and c’ represent the direct effect of X
on Y (Hayes, 2018).

Research Question Five
Research question five asks: do coping efforts change based on the severity of food
insecurity among African Americans compared to other populations in Clark County, Nevada? A
sum score calculation for food security status was requisite to determine if participants had high
food security, marginal food security, low food security, or very low food security. In addition, a
sum score calculation for the eight coping scales were necessary for statistical analysis of
research question five. Since the research question seeks to compare the African American
population in the sample to other populations in Clark County, a binary race variable that
identified participants as African Americans or Other was included in the analysis.
An exploratory analysis of the eight coping scales showed that they were all highly
correlated with one another (see Appendix D). Therefore, a multivariate analysis of variance
would have been inefficient for this analysis (Tabachnick and Fidell, 2019). As a result, 8 two59

way analysis of variance calculations was conducted to explore the impact of food security status
and race on coping efforts, as measured by the eight coping scales. Figure 5 shows the direct
effects of food security status on the eight types of coping.

Figure 5. Conceptual Model for Research Question Five. This figure illustrates the direct effects
of food security status on the eight types of coping.

The results of these statistical analyses performed to test the five research questions for
this study will be discussed in the next chapter. The Transactional Model of Stress and Coping
will guide the presentation of the study results. The outcomes for each question and its associated
analyses will be described in detail.
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Chapter 4: Results
This chapter will present the results generated from the aforementioned statistical
analyses performed in SPSS version 25 to answer the five research questions for the study. A
description of the sample will begin this discussion of the results. A presentation of the
characteristics of study measures will follow. This chapter will then conclude with an
examination of the five research questions and their associated analyses.
Description of the Sample
Although this study focused on African Americans, all demographic groups were
recruited for the study to serve as a comparison group for the research questions. Therefore, the
sample was dichotomized into the following groups: (1) African American and (2) Other. The
African American group was comprised of clients that self-identified as Black or African
American only. This group had a sample size of 153 clients. The Other group was comprised of:
(1) all other demographic groups, (2) multiracial participants, and (3) participants that did not
report their race. Clients that self-identified as White only, American Indian or Alaska Native
only, Asian only, or Native Hawaiian/Pacific Islander only encompassed a sample size of 279
clients. Clients that self-identified as more than one of these races were classified as multiracial
and this group included a sample size of 20 clients. Lastly, clients that did not report their race
were classified as no response and this group consisted of 43 clients. Thus, the Other group had
a total sample size of 342 clients. The following description of the sample will be presented
based on this comparison of Africans Americans (n = 153) versus Other (n = 342), for a total of
495 participants.
Table 6 shows participant demographics by race. The average age of African Americans
was 52.51 (SD = 18.49), ranging from 18 to 83 years of age. The average age of the Other group
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was about 9 years younger at 43.82 (SD = 16.36), ranging from 18 to 93 years of age. The
majority of African Americans (77.1%) and Other (72.2%) participants were females. The most
frequently reported education level for both groups was some college or technical school (37.3%
for African Americans and 35.1% for Other). Most African Americans were never married
(32.7%) as opposed to most of the Others who were married (38.0%). African Americans in the
sample were mostly retired (34.0%), followed by full-time employment (19.6%). However, the
majority of participants in the Other group were employed full-time (26.9%), followed by no
employment (19.0%). The most commonly reported monthly income was $1,001 - $2,000,
followed by $501 - $1,000 for African American (41.8%, 15.7%) and Other (35.4%, 21.6%)
participants.
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Table 6: Participant Demographics by Race.

Variable
Gender
Female
Male
Missing
Education
Less than 8th grade
8th – 12th grade
Completed High School/GED
Some College or Technical School
Completed College
Graduate or Professional Degree
Missing
Marital Status
Married
Divorced
Widowed
Separated
Never Married
Member of an Unmarried Couple
Missing
Employment Status
Full-Time Work
Part-Time Work
Looking for Work
Not Working
Student
Retired
Missing
Monthly Income
Zero
$500 or less
$501 - $1,000
$1,001 - $2,000
$2,001 - $3,000
$3,001 – 4,000
More than $4,000
Missing
Age

African American
(n = 153)
Frequency
Percent

Other
(n = 342)
Frequency
Percent

118
35
0

77.1%
22.9%
0%

247
86
9

72.2%
25.1%
2.6%

2
32
32
57
19
8
3

1.3%
20.9%
20.9%
37.3%
12.4%
5.2%
2%

8
64
84
120
24
29
13

2.3%
18.7%
24.6%
35.1%
7.0%
8.5%
3.8%

28
33
28
4
50
8
2

18.3%
21.6%
18.3%
2.6%
32.7%
5.2%
1.3%

130
65
20
15
83
16
13

38.0%
19.0%
5.8%
4.4%
24.3%
4.7%
3.8%

30
20
10
28
11
52
2

19.6%
13.1%
6.5%
18.3%
7.2%
34.0%
1.3%

92
48
29
65
33
62
13

26.9%
14.0%
8.5%
19.0%
9.6%
18.1%
3.8%

9
12
24
64
24
5
8
7
Mean
52.51
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SD
18.49

5.9%
7.8%
15.7%
41.8%
15.7%
3.3%
5.2%
4.6%
Range
18 – 83

26
29
74
121
41
10
18
23
Mean
43.82

7.6%
8.5%
21.6%
35.4%
12.0%
2.9%
5.3%
6.7%
SD
Range
16.36
18 - 93

Household demographics were also collected for participants as displayed in Table 7.
Two of the most frequently reported household sizes for African American participants were
more than 4 people as well as 1 person (24.2%). African American participants had an average of
1.07 (SD = 1.59) children under the age of 18 living in the home, ranging from 0 to 7 children.
Similarly, most of the Other participants had a household size of more than 4 people (35.7%),
and an average of 1.63 (SD = 1.67) children under the age of 18 living in the home, ranging from
0 to 8 children.
The most common living situation for both groups was rent (60.1% for African
Americans and 59.4% for Other), followed by owning a home (18.3% for African Americans
and 22.5% for Other). Only 7.8% of African Americans spoke another language other than
English at home in comparison to 42.7% of participants in the Other group. African Americans
identified Creole (2 participants), Spanish (2 participants), Swahili (2 participants), Garifuna (1
participant), and French (1 participant) as languages spoken at home. The most common
languages identified by participants in the Other group were Spanish (111 participants), followed
by Tagalog (6 participants), and then Chinese (4 participants).
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Table 7: Participant Household Demographics by Race.
African American
(n = 153)
Frequency
Percent

Other
(n = 342)
Frequency
Percent

Variable
Household Size
1 person
37
24.2%
35
2 people
27
17.6%
49
3 people
29
19.0%
41
4 people
21
13.7%
79
More than 4 people
37
24.2%
122
Missing
2
1.3%
16
Current Living Situation
Own
28
18.3%
77
Rent
92
60.1%
203
Temporary Housing
5
3.3%
11
Staying with Friends or Family
15
9.8%
33
Other
6
3.9%
7
Missing
7
4.6%
11
Non-English Language Spoken at Home
Yes
12
7.8%
146
No
133
86.9%
179
Missing
8
5.2%
17
Current Food Assistance Programs Used (respondents could select more than one option)
SNAP/Food Stamps
54
35.3%
106
WIC
7
4.6%
31
Soup Kitchens
1
0.7%
4
Food Pantries
82
53.6%
132
Meal Programs Delivered to Home
2
1.3%
4
Other
14
9.2%
26
None
20
13.1%
56
Frequency of Visits to Food Pantry, Soup Kitchen, or Other Meal Programs
Less than Once a Week
78
51.0%
197
Once a Week
46
30.1%
68
More than Once a Week
19
12.4%
29
None
0
0%
9
Missing
10
6.5%
39
Mean
SD
Range
Mean
SD
Children Under Age 18 in Household
1.07
1.59
0-7
1.63
1.67

10.2%
14.3%
12.0%
23.1%
35.7%
4.7%
22.5%
59.4%
3.2%
9.6%
2.0%
3.2%
42.7%
52.3%
5.0%
31.0%
9.1%
1.2%
38.6%
1.2%
7.6%
16.4%
57.6%
19.9%
8.5%
2.6%
11.4%
Range
0-8

Table 7 also highlights household participation in food assistance programs. The majority
of African American (53.6%) and Other (38.6%) households utilized food pantries as their main
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method to obtain emergency food. African Americans utilized an average of 1.16 (SD = 0.76)
food assistance programs, ranging from zero to four programs. Comparably, Others utilized an
average of 1.05 (SD = 0.72) food assistance programs, ranging from zero to four programs as
well. A large amount of African American (35.3%) and Other (31.0%) households also receive
Supplemental Nutrition Assistance Program (SNAP) benefits to procure food. African
Americans primarily visited food pantries, soup kitchens, or other meals programs less than once
a week (51.0%), followed by once a week (30.1%). Correspondingly, participants in the Other
group visited food pantries, soup kitchens, or other meals programs less than once a week
(57.6%), followed by once a week (19.9%).
The health status of participants is depicted in Table 8. The majority of African
Americans (35.9%) and Others (37.4%) rated their health as good on most days. In a list of
possible chronic conditions including heart disease, heart failure, diabetes, asthma, depression,
overweight, obesity, and diverticulitis, African American participants indicated that their
primary chronic condition was other diseases or conditions (29.4%) not on the list. The most
common chronic condition identified by African Americans was high blood pressure (22
participants).
However, participants in the Other group indicated that their primary chronic condition
was being overweight (24.6%). Since the outcome of this study is depressive symptoms, it is
important to note that 21.6% of African Americans and 21.9% of Others acknowledged that they
were diagnosed with depression by a health professional. Lastly, a significant amount of study
participants were enrolled in health insurance plans. The majority of African Americans (42.5%)
were enrolled in Medicare, whereas most of the Other participants were enrolled in Medicaid
(32.7%).
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Table 8: Participant Health Information by Race.
African American
(n = 153)
Frequency
Percent

Variable
Self-Rated Health
Excellent
16
10.5%
Very Good
28
18.3%
Good
55
35.9%
Fair
38
24.8%
Poor
13
8.5%
Missing
3
2.0%
Chronic Conditions (respondents could select more than one option)
Heart Disease
12
7.8%
Heart Failure
5
3.3%
Diabetes
36
23.5%
Asthma
30
19.6%
Depression
33
21.6%
Overweight
43
28.1%
Obesity
21
13.7%
Diverticulitis
6
3.9%
Other Diseases or Conditions
45
29.4%
None
34
22.2%
Health Insurance (respondents could select more than one option)
Medicare
65
42.5%
Medicaid
46
30.1%
Private Insurance
17
11.1%
Exchange/Marketplace/Nevada
0
0%
Health Link
Veterans Administration Benefits/
8
5.2%
TRICARE for Life
Not Insured
16
10.5%
Other
12
7.8%

Other
(n = 342)
Frequency
Percent
34
57
128
73
34
16

9.9%
16.7%
37.4%
21.3%
9.9%
4.7%

26
9
54
53
75
84
49
12
75
126

7.6%
2.6%
15.8%
15.5%
21.9%
24.6%
14.3%
3.5%
21.9%
36.8%

78
112
61
6

22.8%
32.7%
17.8%
1.8%

9

2.6%

62
35

18.1%
10.2%

Study participants were recruited from 14 different emergency food distribution sites
across Clark County. Table 9 demonstrates the five most frequently reported zip codes of
residence by participants. Most African Americans (19 participants) in the sample resided in
89106, the neighborhood of Bonanza Village/West Las Vegas. However, most participants in the
Other group (32 participants) resided in 89108, the neighborhood of Michael Way.
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Table 9: Five Zip Codes of Residence Most Frequently Reported by Race.
African American
(n = 153)

Other
(n = 342)

Zip
Code

Neighborhood

Frequency

Zip
Code

Neighborhood

Frequency

89106

Bonanza Village/West Las
Vegas

19

89108

Michael Way

32

89108
&
89115

Michael Way & North Las
Vegas/Sunrise Manor

14

89115

North Las
Vegas/Sunrise Manor

30

89032

North Las Vegas

12

89119

89102
&
89031

Rancho Charleston & North Las
Vegas

10

89107
&
89102

McCarran International
Airport
Charleston/Charleston
Heights & Rancho
Charleston

89030

North Las Vegas

9

89145

Angel Park Lindell

26
19
17

Characteristics of Study Measures
This study is comprised of six measures including the Food Security Survey Module;
questions assessing perceptions of the food environment, spending tradeoffs, and ways of coping
with not having enough food; the Ways of Coping Questionnaire (WCQ); and the Center for
Epidemiological Studies Depression Scale (CES-D). All of these measures are included in the
study’s research questions. As such, the statistics describing these variables will be discussed in
this section and presented based on the comparison of Africans Americans (n = 153) versus
Other (n = 342).
Table 10 displays the characteristics of the study measures. The Food Security Survey
Module yielded an average score of 3.92 (SD = 2.09) for African Americans and 4.10 (SD =
1.92) for Others, out of a possible range of 0 to 6. A raw score of 3 and 4 are both indicative of
low food security. The majority of African Americans (50.3%) and Others (50.3%) had very low
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food security, followed by low food security (31.4% for African Americans and 38.3% for
Others). Thus, 81.7% of African Americans and 88.6% of Others were considered food insecure.

Table 10: Characteristics of Study Measures by Race.
Measure
Food Security
Survey
Module
Perceptions of
the Food
Environment
Spending
Tradeoffs
Coping with
Not Enough
Food

Items

Potential
Range

N

African American
(n = 153)
Observed
M
SD
Range

Other
(n = 342)
N

M

SD

Observed
Range

6

0-6

153

3.92

2.09

0–6

342

4.10

1.92

0–6

5

0-9

153

4.48

1.57

1–8

341

4.72

1.42

0–8

5

0 - 15

152

6.78

5.06

0 – 15

339

7.77

4.84

0 – 15

5

0-5

153

1.88

1.02

0–5

332

1.41

1.00

0–5

20

0 - 60

151

18.71

12.18

0 – 59

324

19.87

12.74

0 – 53

Confrontive
Coping

3

0-9

151

1.91

2.16

0–9

330

2.09

2.20

0–9

Distancing

3

0-9

150

3.21

2.85

0–9

325

3.22

2.55

0–9

3

0-9

151

3.80

3.03

0–9

325

4.18

2.90

0–9

3

0-9

151

3.18

2.71

0–9

324

2.98

2.64

0–9

3

0-9

151

3.30

2.83

0–9

325

3.39

2.76

0–9

3

0-9

151

4.32

3.35

0–9

325

3.92

3.18

0–9

3

0-9

151

4.52

2.97

0–9

328

4.31

2.95

0–9

3

0-9

149

4.69

2.95

0–9

323

3.85

2.95

0–9

CES-D
WCQ Subscales

SelfControlling
Seeking Social
Support
Accepting
Responsibility
EscapeAvoidance
Planful
Problem
Solving
Positive
Reappraisal

African Americans (M = 4.48, SD = 1.57) and Others (M = 4.72, SD = 1.42) had a similar
average score for perceptions of the food environment. Out of a possible range of 0 to 9, both
69

groups had a poor perception of their neighborhood’s food environment. African Americans
traveled an average of 14.22 minutes (SD = 10.53) to get to the nearest supermarket, ranging
from 1 to 63 minutes. Conversely, Others traveled 12.39 minutes (SD = 10.40) to get to the
nearest supermarket, ranging from 1 to 60 minutes.
The average score for spending tradeoffs was slightly lower in the African American
sample (M = 6.78, SD = 5.06) compared to the participants in the Other group (M = 7.77, SD =
4.84). Out of a possible range of 0 to 15, participants in both groups had to often choose between
paying for food and paying for other competing necessities during the past 12 months. African
Americans indicated an average of 2.86 (SD = 1.81) spending tradeoffs, ranging from zero to
five. However, Others indicated an average of 3.35 (SD = 1.65) spending tradeoffs, ranging from
zero to five.
Questions assessing ways of coping with not having enough food evaluated various ways
food is accessed when participants do not have enough to eat. Out of a possible range of 0 to 5,
African American (M = 1.88, SD = 1.02) and Other (M = 1.41, SD = 1.00) participants generated
low scores. Thus, both groups did not access or were not aware of many emergency food
resources in their communities during the past 30 days. A considerable number of African
American (26.7%) and Other (35.4%) clients reported that there was no church, food pantry or
food bank in their community where they could access emergency food if they needed it.
The CES-D has a possible range of 0 to 60, and a score of 16 points or more is considered
to be at high risk for clinical depression. African Americans had an average depression score of
18.71 (SD = 12.18) as compared to 19.87 (SD = 12.74) for Others. This represents over half of
the African American sample (53.6%) and Others sample (52.8%) that were considered at high
risk for clinical depression.
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Table 10 also demonstrates the characteristics of the WCQ and its eight subscales. All of
the WCQ subscales have a possible range of 0 to 9. On average, the type of coping primarily
utilized by African Americans was positive reappraisal (M = 4.69, SD = 2.95). Positive
reappraisal has a religious element and describes efforts to find positive meaning in the situation
by focusing on personal growth. Participants in the Other group primarily utilized planful
problem solving (M = 4.31, SD = 2.95), as indicated by their mean scores. Planful problem
solving describes intentional problem-focused efforts in conjunction with analytic approaches to
changing a situation.
Examination of the Research Questions
This study is comprised of five research questions that aim to understand the impact of
food insecurity on mental health and the processes utilized by African Americans to cope with
this stressor. These questions are guided by the theoretical framework for this study, the
Transactional Model of Stress and Coping. Each research question and the statistical analyses
performed to answer the question will be discussed in this section.
Research Question One
Research question one seeks to identify: what types of coping are predominantly utilized
by African Americans compared to other populations in Clark County, Nevada? This question is
descriptive; thus, mean scores of the eight coping scales were calculated and reported in Table 10
to answer the question. The three types of coping most frequently used by African Americans
were: (1) positive reappraisal (M = 4.69, SD = 2.95), (2) planful problem solving (M = 4.52, SD
= 2.97), and (3) escape-avoidance (M = 4.32, SD = 3.35). The three types of coping most
frequently used by Others were: (1) planful problem-solving (M = 4.31, SD = 2.95), (2) selfcontrolling (M = 4.18, SD = 2.90), and (3) escape-avoidance (M = 3.92, SD = 3.18). Both groups
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utilized planful problem solving and escape-avoidance as predominant types of coping with food
insecurity. African Americans uniquely utilized positive reappraisal as their primary type of
coping to create positive meaning from their food insecurity by focusing on personal growth as
well as their religion.
Research Question Two
Research question two seeks to determine: what impact cognitive appraisal has on coping
efforts among African Americans compared to other populations in Clark County, Nevada?
Cognitive appraisal includes primary (food environment perceptions and spending tradeoffs) and
secondary (coping resources) appraisals. The impact of race was examined with a binary variable
that identified participants as African Americans or Other. In this question, cognitive appraisal
and race are the independent variables. The eight coping scales of the WCQ is the dependent
variable. As such, eight multiple regressions were performed to answer the research question.
Table 11 presents the results of the multiple regression analyses exploring the impact of
cognitive appraisal and race on coping efforts, as measured by the eight coping scales. With
regard to confrontive coping, about eight percent of the variability in this type of coping can be
explained by primary appraisal, secondary appraisal, and race (R2 = 0.075, F(4, 467) = 9.47, p <
0.001). Food environment perceptions (B = -0.195, t(471) = -2.88, p = 0.004) and spending
tradeoffs (B = -0.090, t(471) = 4.41, p < 0.001) were the only significant variables in the model.
Therefore, only primary appraisal had an impact on confrontive coping in this sample.
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Table 11: Multiple Regression Analyses Exploring the Impact of Cognitive Appraisal and
Race on the Eight Types of Coping.
Independent Variables
Confrontive Coping
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Distancing
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Self-Controlling
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Seeking Social Support
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Accepting Responsibility
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Escape-Avoidance
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Planful Problem Solving
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race
Positive Reappraisal
Food Environment Perceptions
Spending Tradeoffs
Coping Resources
Race

95.0% CI for B
LL
UL

B

SEb

Beta

t

p

-.195
.090
.145
.230

.068
.020
.097
.215

-.131
.201
.068
.049

-2.878
4.409
1.491
1.069

.004
<.001
.137
.286

-.328
.050
-.046
-.193

-.062
.129
.337
.653

-.223
.040
.075
.082

.084
.025
.121
.267

-.125
.075
.029
.014

-2.668
1.608
.617
.306

.008
.109
.537
.760

-.388
-.009
-.163
-.442

-.059
.090
.312
.605

-.174
.085
.150
.428

.093
.028
.134
.295

-.087
.142
.052
.068

-1.870
3.041
1.119
1.450

.062
.002
.264
.148

-.356
.030
-.113
-.152

.009
.139
.413
1.008

-.093
.076
.132
-.196

.084
.025
.122
.268

-.051
.141
.051
-.034

-1.100
3.004
1.085
-.730

.272
.003
.278
.466

-.259
.026
-.107
-.723

.073
.126
.372
.331

-.189
.104
-.011
.020

.087
.026
.126
.278

-.100
.184
-.004
.003

-2.163
3.974
-.085
.072

.031
< .001
.932
.943

-.360
.053
-.258
-.526

-.017
.155
.237
.565

-.222
.140
.095
-.410

.100
.030
.145
.320

-.101
.213
.030
-.059

-2.210
4.656
.652
-1.282

.028
< .001
.515
.201

-.419
.081
-.191
-1.038

-.025
.199
.380
.219

-.173
.096
.094
-.194

.093
.028
.134
.296

-.086
.160
.033
-.031

-1.862
3.438
.704
-.654

.063
.001
.482
.514

-.356
.041
-.169
-.776

.010
.151
.358
.389

-.077
.100
.186
-.799

.094
.028
.135
.297

-.038
.167
.064
-.125

-.824
3.603
1.383
-2.692

.410
< .001
.167
.007

-.262
.046
-.078
-1.382

.107
.155
.450
-.216
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Regarding distancing, about three percent of the variability in this type of coping can be
explained by primary appraisal, secondary appraisal, and race (R2 = 0.026, F(4, 466) = 3.13, p =
0.015). Food environment perceptions (B = -0.223, t(470) = -2.67, p = 0.008) was the only
significant variable in the model. Therefore, only primary appraisal had an impact on distancing
as a coping effort in this sample.
Concerning self-controlling, about four percent of the variability in this type of coping
can be explained by primary appraisal, secondary appraisal, and race (R2 = 0.039, F(4, 467) =
4.77, p < 0.001). Spending tradeoffs (B = 0.085, t(471) = 3.04, p = 0.002) was the only
significant variable in the model. Therefore, only primary appraisal had an impact on selfcontrolling as a coping effort in this sample.
With regard to seeking social support, about three percent of the variability in this type of
coping can be explained by primary appraisal, secondary appraisal, and race (R2 = 0.029, F(4,
466) = 3.50, p = 0.008). Only spending tradeoffs (B = 0.076, t(470) = 3.00, p = 0.003) made a
unique statistically significant contribution to the model. Therefore, only primary appraisal had
an impact on seeking social support as a coping effort in this sample.
Considering accepting responsibility, five percent of the variability in this type of coping
can be explained by primary appraisal, secondary appraisal, and race (R2 = 0.051, F(4, 467) =
6.31, p < 0.001). Food environment perceptions (B = -0.189, t(471) = -2.16, p = 0.031) and
spending tradeoffs (B = 0.104, t(471) = 3.97, p < 0.001) were the only significant variables in the
model. Therefore, only primary appraisal had an impact on accepting responsibility as a coping
effort in this sample.
Observing escape-avoidance, almost seven percent of the variability in this type of
coping can be explained by primary appraisal, secondary appraisal, and race (R2 = 0.068, F(4,
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467) = 8.54, p < 0.001). Food environment perceptions (B = -0.222, t(471) = -2.21, p = 0.028)
and spending tradeoffs (B = 0.140, t(471) = 4.66, p < 0.001) were the only significant variables
in the model. Therefore, only primary appraisal had an impact on escape-avoidance as a coping
effort in this sample.
With regard to planful problem solving, four percent of the variability in this type of
coping can be explained by primary appraisal, secondary appraisal, and race (R2 = 0.040, F(4,
468) = 4.93, p < 0.001). Spending tradeoffs (B = 0.096, t(472) = 3.44, p < 0.001) was the only
variable to make a unique statistically significant contribution to the model. Therefore, only
primary appraisal had an impact on planful problem solving as a coping effort in this sample.
Concerning positive reappraisal, five percent of the variability in this type of coping can
be explained by primary appraisal, secondary appraisal, and race (R2 = 0.052, F(4, 465) = 6.31, p
< 0.001). Spending tradeoffs (B = 0.100, t(469) = 3.60, p < 0.001) and race (B = -0.799, t(469) =
-2.69, p = 0.007) were the only variables to make a unique statistically significant contribution to
the model. Therefore, primary appraisal as well as race had an impact on positive reappraisal as a
coping effort in this sample.
In sum, primary appraisal was the only cognitive appraisal that had a significant impact
on all eight types of coping. Secondary appraisal was not a significant factor for all eight types of
coping. Race only had an impact on positive reappraisal as a coping effort.
Research Question Three
Research question three seeks to determine: what is the relationship between food
insecurity and depressive symptoms among African Americans compared to other populations in
Clark County, Nevada? In this question, food security status is the independent variable and
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depressive symptoms is the dependent variable. A Pearson Correlation was calculated to answer
the research question.
For African Americans, a moderate, positive correlation was found between food
insecurity and depressive symptoms, r = 0.416, n = 151, p < 0.001. High levels of food insecurity
were associated with high levels of depressive symptoms. The coefficient of determination was
also calculated to assess how much variance the two variables shared. Food insecurity helps to
explain 17.31% of the variance in depressive symptoms for African Americans.
Relatedly, a moderate, positive correlation was found between food insecurity and
depressive symptoms for Others, r = 0.417, n = 324, p < 0.001. High levels of food insecurity
were associated with high levels of depressive symptoms. The coefficient of determination was
also calculated to assess how much variance the two variables shared. Food insecurity helps to
explain 17.39% of the variance in depressive symptoms for Others.
Research Question Four
Research question four seeks to identify: what is the role of coping in mediating the
relationship between food insecurity and depressive symptoms among African Americans
compared to other populations in Clark County, Nevada? In this question, food security status is
the independent variable, the eight coping scales are the mediator, and depressive symptoms is
the dependent variable. The mediation path model for this question is depicted in Figure 4. A
mediation model using PROCESS was created to answer the research question.
Coping was investigated as a potential mediator between food insecurity and depressive
symptoms using a mediation model (Figure 4) for the eight types of coping. Positive reappraisal
was the only type of coping that race played a significant role in the multiple regression analyses
exploring the impact of cognitive appraisal and race on coping efforts (Table 11). Therefore,
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positive reappraisal was the only coping scale that was split into two mediator models to evaluate
the comparison between African Americans and Others (Table 12).

Table 12: Results of Mediation Analyses as Illustrated in Figure 4 with Coefficients and
P-values Provided. Indirect effects of X on Y through the mediator are shown using 95%
bootstrap confidence intervals with 10,000 resamples.
Model
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Confrontive Coping)
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Distancing)
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Self-Controlling)
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Seeking Social Support)
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Accepting
Responsibility)
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Escape-Avoidance)
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Planful Problem Solving)
Full Sample
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Positive Reappraisal)
African American only
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Positive Reappraisal)
Other races only
Y: CES-D Depression Scale (CES-D)
X: Food Security Status (FSS)
M: Ways of Coping (Positive Reappraisal)

X on M (a)

M on Y (b)

X on Y (c’)

X on Y
through M

0.31
P < 0.001

1.19
P < 0.001

2.40
P < 0.001

0.36
[0.19, 0.57]

0.32
P < 0.001

0.70
P < 0.001

2.55
P < 0.001

0.23
[0.09, 0.41]

0.46
P < 0.001

0.94
P < 0.001

2.33
P < 0.001

0.43
[0.24, 0.66]

0.28
P < 0.001

0.42
P = 0.010

2.63
P < 0.001

0.15
[0.02, 0.30]

0.36
P < 0.001

1.40
P < 0.001

2.25
P < 0.001

0.51
[0.32, 0.73]

0.55
P < 0.001

1.30
P < 0.001

2.05
P < 0.001

0.71
[0.47, 0.98]

0.43
P < 0.001

0.75
P < 0.001

2.43
P < 0.001

0.32
[0.15, 0.53]

0.22
P = 0.011

0.32
P = 0.075

2.66
P < 0.001

0.07
[-0.01, 0.18]

0.33
P = 0.004

0.75
P = 0.016

2.38
P < 0.001

0.24
[0.01, 0.57]

0.18
P = 0.038

0.17
P = 0.449

2.76
P < 0.001

0.03
[-0.05, 0.15]

For African Americans, scores for food security status (FSS) were significant predictors
of scores on the positive reappraisal subscale ( = 0.33, p = 0.004), scores on the positive
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reappraisal subscale were significant predictors of scores on the CES-D ( = 0.75, p = 0.016),
and scores for FSS were significant predictors of scores on the CES-D ( = 2.38, p < 0.001).
Using 95% bootstrap confidence intervals, where significance can be ascertained by noting if the
interval does not contain 0, there was an indirect relationship of food insecurity to depressive
symptoms accounting for the mediator of positive reappraisal (95% CI: [0.01, 0.57].
However, for Other races, scores for FSS were significant predictors of scores on the
positive reappraisal subscale ( = 0.18, p = 0.038), scores on the positive reappraisal subscale
were not significant predictors of scores on the CES-D ( = 0.17, p = 0.449), and scores for FSS
were significant predictors of scores on the CES-D ( = 2.76, p < 0.001). Using 95% bootstrap
confidence intervals, where significance can be ascertained by noting if the interval does not
contain 0, there was an indirect relationship of food insecurity to depressive symptoms
accounting for the mediator of positive reappraisal (95% CI: [-0.05, 0.15]. Since coping was not
a significant predictor of depressive symptoms (effect b) for Others, the significant indirect effect
is less meaningful, given the small effect size of 0.03 (Table 12).
All other coping scales had scores for FSS that were significant predictors of scores on
the remaining subscales, scores on the remaining subscales that were significant predictors of
scores on the CES-D, and scores for FSS that were significant predictors of scores on the CES-D.
All 95% bootstrap confidence intervals showed an indirect relationship of food insecurity to
depressive symptoms accounting for the mediator of coping (Table 12). Thus, all coping scales
mediated the relationship between food insecurity and depressive symptoms.
Research Question Five
Research question five seeks to answer: if coping efforts change based on the severity of
food insecurity among African Americans compared to other populations in Clark County,
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Nevada? Participants were divided into four groups based on their food security status (high food
security, marginal food security, low food security, and very low food security). The impact of
race was examined with a binary variable that identified participants as African American or
Other. In this question, food security status and race are the independent variables. The eight
coping scales of the WCQ is the dependent variable. Thus, 8 two-way analysis of variance
calculations were performed to answer the research question.
Table 13 presents 8 two-way between-groups analysis of variance calculations that were
conducted to explore the impact of food security status and race on coping efforts, as measured
by the eight coping scales. There were no significant interaction effects for race and food
security status (all at a p > 0.05). The main effect for race did not reach statistical significance for
all eight types of coping (all at a p > 0.05). However, there was a statistically significant main
effect for food security status for all eight types of coping (p < 0.001).
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Table 13: Two-Way Analysis of Variance Exploring the Impact of Food Security Status
and Race on the Eight Types of Coping.
Race

Food Security
Status

Race*Food
Security Status

Notes1,2

Confrontive Coping

F = 0.55
p = 0.457

F = 9.54
p < 0.001

F = 0.79
P = 0.502

H < VL
M < VL
L < VL

Distancing

F = 0.01
p = 0.943

F = 8.25
p < 0.001

F = 0.31
p = 0.818

H < VL
L < VL

Self-Controlling

F = 0.10
p = 0.747

F = 13.58
p < 0.001

F = 0.65
p = 0.583

H<L
H < VL
M < VL
L < VL

Seeking Social Support

F = 0.74
p = 0.391

F = 7.59
p < 0.001

F = 0.07
p = 0.974

H < VL
L < VL

WCQ Coping Scales

Accepting Responsibility

F = 0.14
p = 0.706

F = 9.09
p < 0.001

F = 0.42
p = 0.736

Escape-Avoidance

F = 2.51
p = 0.114

F = 15.46
p < 0.001

F = 1.04
p = 0.376

Planful Problem-Solving

F = 2.67
p = 0.103

F = 12.72
p < 0.001

F = 0.60
p = 0.619

Positive Reappraisal

F = 2.06
p = 0.15

F = 4.75
p = 0.003

F = 0.44
p = 0.726

H<M
H<L
H < VL
L < VL
H<L
H < VL
M < VL
L < VL
H<L
H < VL
M < VL
L < VL
H < VL

1. Post Hoc Test with Bonferroni correction at a = 0.05
2. H = High Food Security; M = Marginal Food Security; L = Low Food Security; VL = Very Low
Food Security

Post-hoc comparisons using the Bonferroni correction revealed the significant differences
between the mean coping scores for participants that had high food security (H), marginal food
security (M), low food security (L), and very low food security (VL) (Table 13). The significant
differences between these four groups show that coping efforts do change based on the severity
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of food insecurity. However, African Americans and Other races do not differ in terms of their
coping efforts.
Moreover, the meaning of these results will be discussed in the next chapter. A discussion
of the significant findings for each research question will provide insight into the implications of
the study results. Additionally, the Transactional Model of Stress and Coping will offer a
profound understanding of the study outcomes.
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Chapter 5: Discussion and Conclusion
The purpose of this study was to evaluate processes of coping with food insecurity and
determine their impact on emotional well-being for African Americans residing in Clark County,
Nevada. The theoretical framework for this study, The Transactional Model of Stress and
Coping, guided the development of five research questions to investigate this phenomenon. This
chapter will discuss the significant findings of the study and how they relate to existing research,
implications of the study, limitations of the study, and recommendations for further research.
This chapter will then culminate with a conclusion summarizing the principal implications for
the study findings.
Examination of Significant Findings
Research Question One
Research question one sought to identify what types of coping were predominantly
utilized by African Americans compared to other populations in Clark County, Nevada. African
Americans primarily utilized positive reappraisal to cope with food insecurity in comparison to
planful problem-solving by Others. Positive reappraisal has a religious element that describes
efforts to find positive meaning in food insecurity by focusing on personal growth.
These results are similar to the findings of Ross and Aday (2006), where African
American grandparents utilized positive reappraisal as their second highest form of coping with
the stress of raising their grandchildren. African Americans cite the importance of religion in
dealing with the stress, pressures, and challenges of life (Marks, Nesteruk, Swanson, Garrison, &
Davis, 2005). Furthermore, L. M. Chatters, Taylor, Jackson, and Lincoln (2008) found that 9 out
of 10 African Americans and Black Caribbeans reported that prayer was an important source of
coping when dealing with stress and they looked to God for strength, support, and guidance.
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It is important to note that in addition to religion, spirituality is also a central belief for
African Americans. Although spirituality and religion are interrelated, these concepts hold
different meanings in the lives of African Americans (Boyd-Franklin & Lockwood, 2009).
Spirituality refers to belief in God and the power of spiritual beliefs in one’s life. However,
religion is the formal practice of a core set of beliefs through membership in a church or other
faith-based institution (Boyd-Franklin, 2010). Many African Americans have an internalized
sense of spirituality but may not necessarily participate in an organized religion or church (BoydFranklin & Lockwood, 1999).
Research Question Two
Research question two sought to determine what impact cognitive appraisal has on
coping efforts among African Americans compared to other populations in Clark County,
Nevada. Cognitive appraisal consists of primary and secondary appraisal. Primary appraisal is
the client’s evaluation of the significance of their food insecurity for their well-being. The
research results illustrated that primary appraisal was the only cognitive appraisal that had a
significant impact on all eight types of coping. This result demonstrates that frequently choosing
between paying for food and paying for other competing necessities, as well as having a poor
perception of the neighborhood’s food environment has an impact on the way that client’s cope
with food insecurity. This finding is consistent with the Transactional Model of Stress and
Coping, which posits that appraisals of personal risk and threat severity incites efforts to cope
with the stressor (Glanz, Rimer, & Viswanath, 2015). Moreover, Folkman, Lazarus, DunkelSchetter, et al. (1986) found that primary appraisal has a relationship with the ways people cope
with a stressful encounter.
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Secondary appraisal was not a significant factor for all eight types of coping. Secondary
appraisal is the client’s assessment of coping resources and options for dealing with their food
insecurity. Based on the results of the study, African American clients only reported accessing an
average of one coping resource out of five potential resources (meals delivered to home,
community program/senior center, church/food pantry/food bank, aware of a church/food
pantry/food bank to access food, and soup kitchen/shelter). In addition, 26.7% of African
Americans indicated that there was no church, food pantry, or food bank in their community
where they could access emergency food if they needed it. These findings suggest that African
Americans may not be aware or may not qualify for some of the emergency food resources in
their neighborhoods as a sizable emergency food presence exists for the zip codes reported in
this study. Therefore, since many coping resources were not accessed, secondary appraisal did
not have an impact on the way that African Americans coped with food insecurity.
Moreover, Folkman and Lazarus (1988) argue that the secondary appraisal process
influences the kinds of coping used to manage demands of the stressful encounter. However,
secondary appraisal did not have an impact on coping in this study. It appears that when the
evaluation of coping resources is poor, a client’s perceived control over outcomes in the
encounter diminishes, thereby making this appraisal process insignificant in the types of coping
employed. Folkman, Lazarus, Dunkel-Schetter, et al. (1986) also posit that primary and
secondary appraisals converge to determine whether the person-environment transaction is
perceived as significant for well-being and in what manner. Within this study, primary and
secondary appraisals did not converge. Only the primary appraisal process determined whether
food insecurity was significant for the client’s well-being and thus had an impact on coping.
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Lastly, race only had an impact on positive reappraisal as a coping effort. Positive
reappraisal was the type of coping primarily utilized by African Americans, so this finding is
consistent with the results of the previous question. Religious coping has been found to be a
prominent aspect of life for African Americans (L. M. Chatters et al., 2008). Thus, race was
found to have an impact on the type of coping that includes a religious dimension.
Research Question Three
Research question three sought to determine what the relationship is between food
insecurity and depressive symptoms among African Americans compared to other populations in
Clark County, Nevada. As food insecurity increases, depression increases for African Americans
in Clark County. These findings are consistent with other studies that found a relationship
between food insecurity and depression (Chilton & Booth, 2007; Laraia et al., 2009; Zekeri,
2007) as well as food insecurity and psychological distress (Allen et al., 2017) for African
Americans.
Furthermore, as food insecurity increased, depression increased for Others in the sample
as well. These findings are consistent with other studies that discovered food insecurity is
associated with depression and adverse mental health conditions among adults (Gundersen &
Ziliak, 2015), poor mental health in a racially diverse sample (Stuff et al., 2004), and concern
about enough food in a predominantly non-Hispanic White sample (Laraia et al., 2004).
Although African Americans have a unique experience with food insecurity, it appears that food
insecurity has an impact on mental health for all racial and ethnic groups.
Research Question Four
Research question four sought to identify what the role of coping is in mediating the
relationship between food insecurity and depressive symptoms among African Americans
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compared to other populations in Clark County, Nevada. For African Americans, positive
reappraisal significantly mediated the relationship between food insecurity and depression.
However, positive reappraisal was not a meaningful mediator for Others in the sample. In
addition, positive reappraisal decreased the presence of depressive symptoms for African
Americans in Clark County. These results are consistent with Ross and Aday’s (2006) findings
that positive reappraisal was significantly correlated to lower reported stress for African
Americans. Marks et al. (2005) also found that the power of prayer for African Americans
relieved stress and worry and provided the peace, strength, and confidence needed to overcome
life’s challenges. Prayer also provided a healthier alternative to harmful coping strategies like
alcohol and drug abuse (Marks et al., 2005).
Moreover, over half of African Americans (53.6%) in the study were determined to be
depressed but only 21.6% of them were diagnosed with depression by a health professional. It
appears that African Americans in Clark County rely on their religion to cope with the stressor of
food insecurity as opposed to seeking out mental health services. These findings are consistent
with Lukachko, Myer, and Hankerson (2015), who discovered that African Americans who
viewed religion as highly important in their lives were less likely to use professional mental
health services compared to those who indicated a lower level of religious importance. Chatters
et al. (2011) also found that African Americans seek help from a minister for a serious personal
problem more frequently than a family doctor, psychiatrist, or other mental health professionals.
In a study conducted by Young, Griffith, and Williams (2003), African American pastors
engaged in counseling work for an average of more than 6 hours each week and often addressed
serious problems usually seen by secular mental health professionals. Most of the pastors also
reported that they address severe mental illness and substance abuse issues in their congregations
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as well as counsel individuals outside their own denominations (Young et al., 2003). Social
support from church networks have been shown to be protective against depressive symptoms
and psychological distress for African Americans (Chatters, Taylor, Woodward, & Nicklett,
2015). Authors, Holt, Clark, Debnam, and Roth (2014) found that African Americans that were
high in religious behaviors also reported high levels of positive religious coping.
The remaining seven types of coping all significantly mediated the relationship between
food insecurity and depression for the entire sample. Confrontive coping, distancing, selfcontrolling, seeking social support, accepting responsibility, escape-avoidance, and planful
problem solving all decreased the presence of depressive symptoms for the entire sample. These
results are consistent with the Transactional Model of Stress and Coping, which identifies coping
as a critical mediator of the stressful person-environment relationship as well as its immediate
and long-term outcomes (Folkman, Lazarus, Gruen, et al., 1986).
Research Question Five
Research question five sought to determine if coping efforts change based on the severity
of food insecurity among African Americans compared to other populations in Clark County,
Nevada. The results revealed that all types of coping change as food insecurity becomes more
severe. However, African Americans and Other races do not differ in terms of their coping
efforts. These results suggest that regardless of the type of coping a client employs, this coping
effort increases as food insecurity becomes more severe. Furthermore, this adaptation occurs
regardless of race. All populations appear to experience this transactional process with coping
and food insecurity. Although coping processes have not been studied in a food-insecure
population, these results are consistent with coping strategies for food-insecure individuals
across a national sample. Feeding America (2014) found that when individuals are confronted

87

with the threat of food insecurity, they may engage in various coping strategies that range from
small changes in eating patterns to extreme changes.
Study Implications
These findings have implications for emergency food providers, mental health providers,
social workers, and other public health practitioners working with Clark County’s food-insecure
African American population. African Americans in Clark County perceive their food insecurity
to be a significant threat to their well-being and thus employs positive reappraisal as a way to
cope with this stressor. Furthermore, this population had an inadequate assessment of their
coping resources to deal with food insecurity, and therefore, their perceived control over the
outcomes in this encounter diminishes. This understanding can help emergency food providers,
mental health providers, social workers, and other public health practitioners working with Clark
County’s food-insecure African American population to cognize their thoughts and actions as
they deal with this stressful experience. As a result, these practitioners will be able to determine
how to effectively implement religious components to their services or care as well as provide
information about local resources that are responsive to the needs of food-insecure African
Americans in Clark County.
Moreover, this study’s findings revealed that as food insecurity increases, depression
increases for African Americans residing in Clark County. However, positive reappraisal
mediated the relationship between food insecurity and depression, thereby decreasing the
presence of depressive symptoms for African Americans in Clark County. These findings have
implications for the development of a faith-based intervention to improve mental health
outcomes for food-insecure African Americans in Clark County. This study revealed the
importance of creating positive meaning from the experience of being food-insecure by focusing
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on personal growth and religion for African Americans in Clark County. Therefore, a tailored
and culturally relevant intervention designed to incorporate religious elements to cope with food
insecurity would be paramount for the mental health of African Americans in Clark County.
Lastly, the results revealed that coping efforts change based on the severity of food
insecurity for all clients. No differences were found between African Americans and Other races
in terms of their coping efforts. These findings have implications for the development of a
multilevel approach to addressing food insecurity for the emotional well-being of all clients.
Limitations
This study has a few limitations to note. A large number of clients had difficulty
comprehending some of the survey questions, namely the WCQ, CES-D, and questions assessing
ways of coping with not having enough food. Therefore, a research team member had to either
administer the survey in an interview format or work with the client to answer specific questions
relative to those measures. As a result, these comprehension issues experienced by a number of
clients present an instrument bias and may serve as a limitation to the accuracy of certain
responses.
Another limitation for the study was the applicability of the WCQ to the African
American population. A study conducted by Smyth and Yarandi (1996) demonstrated that the
factorial structure of the WCQ with African American women produced three factors (active
coping, avoidance, and minimize the situation) as opposed to the eight factors derived from a
sample of middle-age White subjects (Folkman & Lazarus, 1980). As a result, coping processes
may be different for African Americans in a WCQ that is culturally responsive to this population
as opposed to the results gleaned from this study with the original instrument. In addition, the
shortened version of the WCQ (24 questions as opposed to 66 in the original questionnaire) used
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in this study presents another limitation. Only three questions were used to measure positive
reappraisal in the sample. Also, it was not clear if respondents viewed those questions as
personal growth or religion because no demographic questions assessed religious affiliation.
The lack of income requirements at emergency food organizations may serve as another
limitation for the study. Although the majority of clients were food insecure, 13.5% were food
secure as defined by the Six-Item Short Form of the Food Security Survey Module. However,
use of emergency food is often an indication of lack of access to food, and thus by definition, all
participants in the study may be considered food insecure. Also, the inclusion of these
participants in the analysis allowed for the examination of variables in relation to the continuum
of food security to food insecurity, which provided a comprehensive view of this phenomenon.
Language presented another limitation for the study. The survey was only available in
English and thus, only captured the experiences of those who possess a working knowledge and
a high self-efficacy to complete the survey in English. Additionally, some participants may have
joined the study due to interviewer characteristics that made clients more inclined to participate
during on-site recruitment. As such, they may have given socially desirable responses to survey
questions, which presents another limitation of the study. Lastly, the population for this study
was recruited from Clark County, a unique urban environment where specific experiences of
food insecurity may be different from other regions in the country, such as rural areas. Thus,
generalizability of the research findings may be limited.
Recommendations for Further Research
This study’s findings provide insight into the next steps for further research. The
information gleaned from this study can guide strategies to effectively address food insecurity as
well as its mental health impacts for food-insecure African Americans in urban and suburban
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areas. Two major recommendations, intervention development and factor analysis of the WCQ
scale, will be discussed here.
The development of a faith-based intervention to improve mental health outcomes for
food-insecure African Americans in Clark County as well as other urban or suburban areas is
vital for furthering research in this area. It is important to note that most food pantries are located
in churches, which enhances the conceptualization and implementation of this model. Since
African Americans in Clark County are utilizing religious elements to cope with food insecurity,
a logical next step would be to work with clergy as well as mental health providers to develop an
intervention to decrease depressive symptoms in this population. In order to appropriately tailor
this intervention, an additional data collection tool can be developed to assess spirituality versus
religion within this African American population.
Furthermore, this intervention should meet clients where they are, since they are already
coming to the church’s food pantry to access emergency food. In this setting, clients can access
an integration of mental health and spiritual counseling in addition to retrieving emergency food.
With a preference for religious coping in this sample and an apparent apprehension of
professional mental health service use, conducting these counseling sessions in conjunction with
trusted clergy members should increase participation in a mental health intervention. The
implementation of a randomized controlled trial documenting the results of the intervention will
provide an understanding of how effective a faith-based approach is to addressing food
insecurity for African Americans in urban and suburban settings.
A second recommendation for further research is an exploratory factor analysis of the
WCQ scale for African Americans in this study. This analysis will determine if the factorial
structure for the WCQ will differ for food-insecure African Americans in comparison to the eight
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factors derived from the original instrument, which was in a sample of middle-age White
subjects. If new factors are produced, a confirmatory factor analysis can then be conducted
within an urban or suburban food-insecure African American population. These results will
further inform how food-insecure African Americans cope with food insecurity and can
subsequently provide a pathway for burgeoning research in this area with the development of this
new instrument.
Conclusion
African Americans experience many food access barriers at a national and local level,
such as disparate levels of poverty (Fontenot et al., 2018; Healthy Southern Nevada, 2019), low
household income (Fontenot et al., 2018; Healthy Southern Nevada, 2019), unemployment
(Department of Employment, 2017; United States Department of Labor, 2019a; Vedovato et al.,
2016), food injustice (Alwitt & Donley, 1997; Bower et al., 2014; Chung & Myers Jr, 1999;
Cotterill & Franklin, 1995; Giang et al., 2008; Glanz et al., 2007; Kaufman et al., 1997; Lewis et
al., 2005; Morland & Filomena, 2007; Morland, Wing, & Roux, 2002; Morland, Wing, Roux, et
al., 2002; Powell et al., 2007; D. Rose & Richards, 2004; P. R. Rose, 2018; Slocum, 2011;
United States Department of Agriculture Economic Research Service, 2009; Walker et al., 2010;
Zenk et al., 2005; Zenk et al., 2006), food mirages (Breyer & Voss-Andreae, 2013; Chung &
Myers Jr, 1999; Feeding America, 2018b; Hendrickson et al., 2006; P. R. Rose, 2018; Vedovato
et al., 2016; Walker et al., 2010) and racial segregation (Block et al., 2004; Bower et al., 2014;
Datafiniti, 2019; Galvez et al., 2008; Hilmers et al., 2012; Kwate, 2008; United States
Department of Agriculture, 2017c; United States Department of Agriculture Economic Research
Service, 2009). As a result, African Americans have the highest rates of food insecurity than any
other racial/ethnic group in the nation (Coleman-Jensen et al., 2018). In Clark County, African

92

Americans only make up 11% of the population (Data USA, n.d.), but account for nearly 40% of
the population in the neighborhood with the highest food insecurity rate (United States Zip
Codes, 2019). This consistent uncertainty in food access demonstrably results in poor mental
health outcomes for food-insecure African Americans (Allen et al., 2017; Chilton & Booth,
2007; Laraia et al., 2009; Zekeri, 2007). However, coping processes with food insecurity have
never been studied in this population before. The purpose of this study was to evaluate processes
of coping with food insecurity and determine their impact on emotional well-being for African
Americans residing in Clark County, Nevada.
The Transactional Model of Stress and Coping provides a theoretical framework to
investigate how African Americans cope with food insecurity in this study. The constructs of this
model guided the development of the study’s research questions and therefore provides insight
into the relationship between the study variables and ultimately the results. The study findings
reveal that African Americans in Clark County primarily utilize positive reappraisal, a coping
process that creates positive meaning by focusing on personal growth and religion, to cope with
food insecurity. Furthermore, the perception that food insecurity is a significant threat to their
well-being prompts African Americans to utilize positive reappraisal as a coping process. This
coping process is determined to be effective because it mitigates the presence of depressive
symptoms for food-insecure African Americans in Clark County. These results have implications
for the development of a faith-based intervention to improve mental health outcomes for foodinsecure African Americans residing in Clark County as well as other urban or suburban areas.
Thus, the Transactional Model of Stress and Coping is determined to be an appropriate model for
this examination of the African American experience with food insecurity.
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In conclusion, food insecurity adds another layer of stress that African Americans already
experience, such as racism, discrimination, and structural inequality. Therefore, this population
has a unique experience with this stressor, which significantly impacts their mental health.
Considering this circumstance, it is crucial for emergency food providers and public health
professionals to understand the coping processes used by African Americans so that culturally
responsive interventions can be developed. This study demonstrates the importance of creating
positive meaning from the experience of being food-insecure by focusing on personal growth
and religion for African Americans in Clark County. Potentially, mental health interventions
should reflect this discovery when implemented with food-insecure African Americans in urban
and suburban settings.
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Appendix A: Informed Consent Form

INFORMED CONSENT
Department of Environmental and Occupational Health

TITLE OF STUDY: Stress and Coping in Food-Insecure African Americans in Clark
County, Nevada
INVESTIGATOR(S): Dr. Melva Thompson Robinson and Johanna Andrews, MPH
For questions or concerns about the study, you may contact Dr. Melva Thompson-Robinson or
Ms. Johanna Andrews at 702-895-1127.
For questions regarding the rights of research subjects, any complaints or comments regarding
the manner in which the study is being conducted, contact the UNLV Office of Research
Integrity – Human Subjects at 702-895-2794, toll free at 888-581-2794 or via email at
IRB@unlv.edu.

Purpose of the Study
You are invited to participate in a research study. The purpose of this study is to evaluate
processes of coping with food insecurity and determine their impact on emotional well-being for
African Americans in Clark County, Nevada.
Participants
You are being asked to participate in the study because you fit this criteria: you are age 18 or
older and receive services from this emergency food site.
Procedures
If you volunteer to participate in this study, you will be asked to do the following: complete a
pencil and paper survey.
Benefits of Participation
There are no direct benefits to you as a participant in this study. However, we hope to learn how
African Americans cope with the stressor of food insecurity in order to develop a multilevel,
culturally relevant approach to tackling this problem.
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Risks of Participation
There are risks involved in all research studies. This study includes only minimal risks. You may
become uncomfortable when answering some questions. If this happens, please contact a
member of the on-site research team immediately.
Cost /Compensation
There is no financial cost to you to participate in this study. The study will take about 10-15
minutes of your time. You will not be compensated for your time.
Confidentiality
All information gathered in this study will be kept as confidential as possible. No reference will
be made in written or oral materials that could link you to this study. All records will be stored
in a locked facility at UNLV for 5 years after completion of the study. After the storage time the
information gathered will be destroyed as appropriate by the investigators.
Voluntary Participation
Your participation in this study is voluntary. You may refuse to participate in this study or in any
part of this study. You may withdraw at any time without prejudice to your relations with
UNLV. You are encouraged to ask questions about this study at the beginning or any time during
the research study.
Participant Consent:
I have read the above information and agree to participate in this study. I have been able to ask
questions about the research study. I am at least 18 years of age. A copy of this form has been
given to me.

Signature of Participant

Date

Participant Name (Please Print)
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Appendix B: Quantitative Survey Instrument
Participant ID ____________
Date ___________________

Site_____________________

For the following statements, please tell me whether the statement was often true,
sometimes true, or never true for you in the last 12 months.
1. The food that I bought just didn’t last, and I didn’t have money to get more. Was that often,
sometimes, or never true for you in the last 12 months?
[]
[]
[]
[]

Often true
Sometimes true
Never true
Don’t know

2. I couldn’t afford to eat balanced meals. Was that often, sometimes, or never true for you in the
last 12 months?
[]
[]
[]
[]

Often true
Sometimes true
Never true
Don’t know

3. In the last 12 months, did you ever cut the size of your meals or skip meals because there
wasn't enough money for food?
[ ] Yes
[ ] No (Skip to #5)
[ ] Don’t know (Skip to #5)
4. If yes, how often did this happen—almost every month, some months but not every month, or
in only 1 or 2 months?
[]
[]
[]
[]

Almost every month
Some months but not every month
Only 1 or 2 months
Don’t know

5. In the last 12 months, did you ever eat less than you felt you should because there wasn't
enough money for food?
[ ] Yes
[ ] No
[ ] Don’t know
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6. In the last 12 months, were you ever hungry but didn't eat because there wasn't enough money
for food?
[ ] Yes
[ ] No
[ ] Don’t know
7. Please place a check in the box that best matches your choices for the following
questions.
How often during the past 12 months
did you have to choose between:

Every
month

Some months
during the year

1 or 2 times
a year

Never

paying for food and paying for
medicine or medical care?
paying for food and paying for
utilities?
paying for food and paying for rent or
mortgage?
paying for food and paying for
transportation or gas for a car?
paying for food and paying for school
loans, tuition, or other education
expenses?

Please answer the following questions about the supermarkets in your neighborhood:
8. Are there enough supermarkets in your community?
[ ] Not enough

[ ] Enough

[ ] More than enough

9. Do supermarkets in your community offer an affordable variety of healthy food choices?
[ ] Not affordable

[ ] Rarely affordable

[ ] Sometimes affordable [ ] Always affordable

10. Are supermarkets in your community located where people feel safe?
[ ] Not safe

[ ] Usually safe

[ ] Always safe

11. Is there affordable transportation to get to supermarkets in your community?
[ ] Yes

[ ] No

12. How many minutes does it take to get to the nearest supermarket? ____________minutes
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13. Before responding to the following statements, please take a moment to think about
how stressful (difficult or troubling) it was when you did not have enough money to buy
food that you needed in the past 7 days. You may still be experiencing this difficulty, or it
could have already happened, but think about the most stressful situation that you had
during the past 7 days when you could not eat, had to eat less, or were hungry because
there was not enough money for food. As you respond to each of the statements, please
keep this stressful situation in mind. Place a check next to the box that states how often it
happened during the past 7 days.
Does not apply
or not used
Stood my ground and fought for
what I wanted.
Tried to get the person responsible
to change his or her mind.
I expressed anger to the person(s)
who caused the problem.
Made light of the situation;
refused to get too serious about it.
Went on as if nothing had
happened.
Didn’t let it get to me; refused to
think about it too much.
I tried to keep my feelings to
myself.
Kept others from knowing how
bad things were.
Tried not to burn my bridges, but
leave things open somewhat.
Talked to someone to find out
more about the situation.
Talked to someone who could do
something concrete about the
problem.
I asked a relative or friend I
respected for advice.
Criticized or lectured myself.
Realized I brought the problem on
myself.
I made a promise to myself that
things would be different next
time.
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Used
Used
Used a
somewhat quite a bit great deal

Does not apply
or not used

Used
Used
Used a
somewhat quite a bit great deal

Wished that the situation would go
away or somehow be over with.
Hoped a miracle would happen.
Had fantasies or wishes about how
things might turn out.
I knew what had to be done, so I
doubled my efforts to make things
work.
I made a plan of action and
followed it.
Just concentrated on what I had to
do next – the next step.
Changed or grew as a person in a
good way.
I came out of the experience better
than when I went in.
Found new faith.
Please answer the following questions about the different ways that you get food when you
do not have enough to eat:
14. During the past 30 days, did you receive any meals delivered to the home from community
programs, “Meals on Wheels,” or any other programs?
[ ] Yes

[ ] No

15. During the past 30 days, did you go to a community program or senior center to eat prepared
meals?
[ ] Yes

[ ] No

16. In the last 12 months, did you ever get emergency food from a church, a food pantry, or food
bank?
[ ] Yes

[ ] No (Skip to # 19)

17. How often did this happen?
[ ] Almost every month

[ ] Some months but not every month
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[ ] Only 1 or 2 months

18. Did this happen in the last 30 days?
[ ] Yes

[ ] No

19. Is there a church, food pantry or food bank in your community where you could get
emergency food if you needed it?
[ ] Yes

[ ] No

20. In the last 12 months, did you ever eat any meals at a soup kitchen or shelter?
[ ] Yes

[ ] No (Skip to # 23)

21. How often did this happen?
[ ] Almost every month

[ ] Some months but not every month

[ ] Only 1 or 2 months

22. Did this happen in the last 30 days?
[ ] Yes

[ ] No

23. Below is a list of some ways you may have felt or behaved. Please indicate how often you
have felt this way during the last 7 days by checking the appropriate box. Please only
provide one answer to each statement.
During the past week:

Rarely or
none of the
time (less
than 1 day)

I was bothered by things that
usually don’t bother me.
I did not feel like eating: my
appetite was poor.
I felt that I could not shake off the
blues even with the help from my
family or friends.
I felt I was just as good as other
people.
I had trouble keeping my mind on
what I was doing.
I felt depressed.
I felt that everything I did was an
effort.
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Some or a
little of
the time
(1-2 days)

Occasionally
or a moderate
amount of the
time (3-4 days)

Most or
all of the
time (5-7
days)

During the past week:

Rarely or
none of the
time (less
than 1 day)

I felt hopeful about the future.
I thought my life had been a
failure.
I felt fearful.
My sleep was restless.
I was happy.
I talked less than usual.
I felt lonely.
People were unfriendly.
I enjoyed life.
I had crying spells.
I felt sad.
I felt that people disliked me.
I could not get going.
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Some or a
little of
the time
(1-2 days)

Occasionally
or a moderate
amount of the
time (3-4 days)

Most or
all of the
time (5-7
days)

Demographic Questions
24. What is your gender?
[ ] Male [ ] Female

32. What is your household size?
[ ] 1 person
[ ] 2 people
[ ] 3 people
[ ] 4 people
[ ] More than 4 people

25. What is your age? ____________
26. Are you of Hispanic, Latino/a, or
Spanish origin?
[ ] Yes
[ ] No

33. What is your monthly income?
[ ] Zero
[ ] $500 or less
[ ] $501 - $1,000
[ ] $1,001 - $2,000
[ ] $2,001 - $3,000
[ ] $3,001 - $4,000
[ ] More than $4,000

27. With which race do you most identify?
[ ] White
[ ] Black or African American
[ ] American Indian or Alaska Native
[ ] Asian
[ ] Native Hawaiian/Pacific Islander
[ ] Other _______________________

34. What food assistance programs are you
currently using? Please check all that apply.
[ ] SNAP/Food Stamps
[ ] WIC
[ ] Soup Kitchens
[ ] Food Pantries
[ ] Meal Programs delivered to home
[ ] Other: ________________________

28. What is your education level?
[ ] Less than 8th grade
[ ] 8th - 12th grade
[ ] Completed high school/GED
[ ] Some college or technical school
[ ] Completed college
[ ] Graduate or professional degree
29. What is your marital status?
[ ] Married
[ ] Divorced
[ ] Widowed
[ ] Separated
[ ] Never married
[ ] Member of an unmarried couple

35. How often do you visit a food pantry,
soup kitchen, or any other meal program?
[ ] Less than once a week
[ ] Once a week
[ ] More than once a week
36. How do you rate your health on most
days?
[ ] Excellent
[ ] Very good
[ ] Good
[ ] Fair
[ ] Poor

30. What is your employment status?
[ ] Full-time work
[ ] Part-time work
[ ] Looking for work
[ ] Not working
[ ] Student
[ ] Retired

37. What is the ZIP Code where you
currently live? __________________

31. How many children under the age of 18
live in your household? ________________
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38. Has a doctor, nurse, or other health professional ever told you that you had any of the
following conditions? Please check all that apply.
[ ] Heart disease
[ ] Heart failure
[ ] Diabetes
[ ] Asthma
[ ] Depression
[ ] Overweight
[ ] Obesity
[ ] Diverticulitis
[ ] Other disease(s) or condition(s): ______________________________________
39. Which health insurance plan(s) are you currently enrolled in? Please check all that apply.
[ ] Medicare
[ ] Medicaid
[ ] Private insurance
[ ] Exchange/Marketplace/Nevada Health Link
[ ] Veterans Administration (VA) benefits/TRICARE for Life
[ ] I am not currently insured
[ ] Other: ______________________________________
40. Which option describes your current living situation?
[ ] Own
[ ] Rent
[ ] Temporary housing
[ ] Staying with friends or family
[ ] Other : _______________________________________
41. Do you speak a language other than English at home?
[ ] Yes What is the language? _____________________________________
[ ] No

Thank you for taking the time to complete this survey.
We value your participation.
Have a wonderful day!
**********
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Appendix C: Institutional Review Board Approval
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Appendix D: Correlation Matrix

Table 14: Correlation Matrix for the Eight Coping Scales of the Ways of Coping
Questionniare.

WCQ Subscales

Distancing

SelfControlling

Seeking Social
Support

Accepting
Responsibility

EscapeAvoidance

Planful
Problem
Solving

Positive
Reappraisal

Confrontive
Coping

Distancing

SelfControlling

r

0.324

p

0.000

N

474

r

0.395

0.666

p

0.000

0.000

N

475

475

r

0.493

0.434

0.542

Seeking
Social
Support

Accepting
Responsibility

p

0.000

0.000

0.000

N

474

474

475

r

0.423

0.511

0.626

0.547

p

0.000

0.000

0.000

0.000

N

475

475

476

475

r

0.394

0.536

0.645

0.507

0.683

Planful
EscapePositive
Problem
Avoidance
Reappraisal
Solving

p

0.000

0.000

0.000

0.000

0.000

N

475

475

476

475

476

r

0.418

0.526

0.673

0.603

0.597

0.662

p

0.000

0.000

0.000

0.000

0.000

0.000

N

476

475

476

475

476

476

r

0.332

0.419

0.463

0.511

0.424

0.497

0.700

p

0.000

0.000

0.000

0.000

0.000

0.000

0.000

N

469

469

470

469

470

470

472
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Guest Lecturer, Department of Environmental and Occupational Health, University of Nevada
Las Vegas
Fall 2018, Fall 2019, EOH 645: Food Access and Health
Guest Lecturer, Department of Environmental and Occupational Health, University of Nevada
Las Vegas
Summer 2019, PBH 200: Multicultural Health
Teaching Assistant, Department of Environmental and Occupational Health, University of
Nevada Las Vegas
Fall 2018, EOH 760: Racial and Ethnic Disparities in Health
Guest Lecturer, Department of Environmental and Occupational Health, University of Nevada
Las Vegas
Fall 2015, Spring 2016, Fall 2016, HPR 179X: Special Topics in Public Health
Adjunct Assistant Professor, Department of Health Professions, Hofstra University
Spring 2014, HPR 073: Framework and Design in Health-Care Studies
Guest Lecturer, Department of Health Professions, Hofstra University
Fall 2010, BIO 13 Lab: Prokaryotes, Protists, Fungi, and Plants
Teaching Assistant, Department of Biology, Hofstra University
PUBLICATIONS
Ayele, S. G., Thompson-Robinson, M., Andrews, J., & Dodge Francis, C. (2020). Factors
Associated with Mental Health Service Utilization Among Ethiopian Immigrants and
Refugees. Journal of Immigrant and Minority Health. doi:10.1007/s10903-020-00984-w
Basile, M., Andrews, J., Wang, J., Hadjiliadis, D., Henthorne, K., Fields, S., . . . Hajizadeh, N.
(2019). Using qualitative methods to inform the design of a decision aid for people with
advanced cystic fibrosis: The InformedChoices CF patient decision aid. Patient
Education and Counseling, 102(11), 1985-1990. doi:10.1016/j.pec.2019.06.007
Basile, M., Andrews, J., Jacome, S., Zhang, M., Kozikowski, A., & Hajizadeh, N. (2018). A
Decision Aid to Support Shared Decision Making About Mechanical Ventilation in
Severe Chronic Obstructive Pulmonary Disease Patients (InformedTogether): Feasibility
Study. J Participat Med, 10(2), e7. doi:10.2196/jopm.9877
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Robinson, M., Atkins-Girouard, P., Andrews, J., Shegog, M., & Lee, C. (2018). Teen Pregnancy
Prevention and African American Faith-Based Organizations: Lessons Learned from the
Southern Nevada Teen Pregnancy Prevention Project. J Pub Health Issue Pract, 2, 127.
TECHNICAL REPORTS AND OTHER PUBLICATIONS
Pacific and Southwest Regional Health Equity Council. (In Press). Access to Care in Region IX.
Washington, DC: National Partnership for Action to End Health Disparities.
*Research Fellow and contributing author on this report.
Andrews, J. and Hackett, M. “Global Health Goals in our Backyard”. The Bridge (Hofstra
University MPH Newsletter), Fall 2013, Volume 3.
Andrews, J. 2014. “Women’s Health Fair”. The Bridge (Hofstra University MPH Newsletter),
Spring 2014, Volume 4.
CONFERENCE PRESENTATIONS
Andrews J., Ayele, S., Thompson-Robinson, M., & Dodge Francis, C. (November 2019).
Factors Associated with Mental Health Service Utilization Among Female Ethiopian
Immigrants and Refugees. Oral Presentation, 2019 American Public Health Association
Annual Meeting, Philadelphia, PA.
Danquah, P., Andrews, J., Beckett, D., Thompson-Robinson, M., & Dodge-Francis, C.
(November 2019). Impact of Relationship Status on the Willingness to Take PrEP Among
Heterosexual Black College Students. Roundtable Presentation, 2019 American Public
Health Association Annual Meeting, Philadelphia, PA.
Danquah, P., Beckett, D., Andrews, J., Thompson-Robinson, M., & Dodge-Francis, C.
(November 2019). Influences of Religious Affiliation on the Willingness to Take PrEP
among Heterosexual Black College Students. Oral Presentation, 2019 American Public
Health Association Annual Meeting, Philadelphia, PA.
Beckett, D., Danquah, P., Andrews, J., Thompson-Robinson, M., & Dodge-Francis, C.
(November 2019). Impact of Relationship Status on the Willingness to Take PrEP among
Heterosexual Black Female College Students. Poster – presented at the 2019 American
Public Health Association Annual Meeting, Philadelphia, PA.
Beckett, D., Danquah, P., Andrews, J., Thompson-Robinson, M., & Dodge-Francis, C. (March
2019). Investigating Factors Associated with Willingness to Take PrEP Based on
Prescription Cost among Self-Identified Heterosexual Black College Students. Poster –
presented at the 2019 National HIV Prevention Conference, Atlanta, GA.
Beckett, D., Danquah, P., Andrews, J., Thompson-Robinson, M., & Dodge-Francis, C.
(November 2018). Perspectives of Vulnerability to Sexual Risk Behaviors Among SelfIdentified Heterosexual African American/Black College Students Enrolled in Jefferson
County, Texas Colleges. Poster – presented at the 2018 SAAPHI Annual Scientific
Symposium & Poster Session, San Diego, CA.
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Ayele, S., Thompson-Robinson, M., & Andrews, J. (June 2018). Factors Associated with
Mental Health Service Utilization Among Ethiopian Immigrants and Refugees in the
United States. Poster – presented at the 2018 North American Refugee Health
Conference, Portland, OR.
Jacome, S., & Andrews, J. (November 2016). Engaging the Hispanic Community in Health
Education and Research Activities. Poster – presented at the 2016 American Public
Health Association Annual Meeting, Denver, CO.
Basile M., Andrews J., Hadjiliadis, D., Wang, J., & Hajizadeh, N. (October 2016). Seeking
Information on What Matters Most to Patients: Using Qualitative Methods in the Design
of a Decision Aid for Advance Care Planning for Cystic Fibrosis. Oral Presentation, 2016
Annual North America Cystic Fibrosis Conference, Orlando, FL.
Basile, M., Andrews J., Hadjiliadis, D., Wang, J., & Hajizadeh, N. (October 2016). Seeking
information on what matters most to patients: Conversations about lung transplant. Oral
Presentation, 2016 Annual North America Cystic Fibrosis Conference, Orlando, FL.
Basile, M., Andrews, J., Hadjiliadis, D., Wang, J., & Hajizadeh, N. (October 2016).
Understanding Attitudes about Advance Care Planning and Information Needs in
Patients with Cystic Fibrosis and their Caregivers. Poster – presented at the 2016 Society
for Medical Decision Making Annual North American Meeting, Vancouver, BC.
Hajizadeh, N., Basile, M., Andrews, J., Jacome, S., McCullagh, L., & Diefenbach, M. (October
2016). Is a Decision Aid Designed to Facilitate Shared Decision Making about Advance
Care Plans Feasible to use in Outpatient Clinics? Results from Feasibility Testing of
InformedTogether. Poster – presented at the 2016 Society for Medical Decision Making
Annual Meeting, Vancouver, BC.
ACADEMIC PRESENTATIONS
Andrews, J., Thompson-Robinson, M., & Cross, C. (February 2020). Stress and Coping in
Food-Insecure African Americans in Clark County, Nevada. Oral Presentation, 22nd
Annual Graduate & Professional Student Research Forum, Las Vegas, NV.
Andrews, J., & Kyriacou, C. (August 2014). Searching for a More Comprehensive Approach to
the Delivery of Services for the Food Insecure in Nassau County. Oral Presentation,
Mahoney Fellows Final Presentation, The New York Academy of Medicine, New York,
NY.
Andrews, J., Kozikowski, A., & Kyriacou, C. (May 2014). Examining the Impact of Food
Insecurity on Mental Health Among Suburban Food Pantry Clients. Oral Presentation,
Hofstra University MPH Symposium, Hempstead, NY.
Andrews, J. (December 2013). Smile at the Storm: A Faith-Based Mental Health Intervention
for Older African Americans. Poster – presented at the Master of Public Health and
Physician Assistant Studies Poster Presentation, Hofstra University, Hempstead, NY.
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Andrews, J., Aronson, M., & Sanford, C. (May 2011). Examining the population and
community ecology of Ranunculus ficaria. Poster – presented at Undergraduate Research
Day, Hofstra University, Hempstead, NY.
INVITED PRESENTATIONS
Panelist, Public Health in Practice. MPH First Year Seminar, Hofstra University, Hempstead,
NY. April 2015.
Speaker, Developing Leadership and Professionalism in Hofstra University’s MPH Program.
MPH Advisory Board Meeting, Hofstra University, Hempstead, NY. May 2014.
Speaker, Choosing a Career in the Health Professions. Information Session for Community
Health and Health Science Undergraduates, Hofstra University, Hempstead, NY. May
2013.
Moderator, Unnatural Causes Film Viewing and Discussion. 1st Annual National Public Health
Week, Hofstra University, Hempstead, NY, April 2013.
AWARDS AND HONORS
• Outstanding Dissertation Award, School of Public Health, University of Nevada Las
Vegas, 2020.
• Graduate College Medallion, University of Nevada Las Vegas, 2020.
• 1st Place Winner, Social Sciences and Hospitality Podium Session, 22nd Annual Graduate
& Professional Student Research Forum, University of Nevada Las Vegas, 2020.
• 3rd Place Winner, Finals Round, Three Minute Thesis Competition (Rebel Grad Slam),
University of Nevada Las Vegas, 2019.
o 1st Place Winner, Preliminary Round
o 1st Place Winner, Semi-Finals Round
• Nomination, Nevada Regents Scholar Award, University of Nevada Las Vegas, 2020.
• School of Public Health Travel Award, University of Nevada Las Vegas, 2019.
• Graduate Access Recruitment Award, University of Nevada Las Vegas, 2017.
• Marcia Matthews-Wilson Award for Academic Achievement, Community Service &
Professional Leadership, Hofstra University, 2014.
SCHOLARSHIPS AND FELLOWSHIPS
• Patricia Sastaunik Scholarship, University of Nevada Las Vegas, 2019-2020.
• Summer Doctoral Research Fellowship, University of Nevada Las Vegas, 2019.
• The Stacy Darling Scholarship, University of Nevada Las Vegas, 2018-2019.
• Jean Nidetch Women’s Center Scholarship, University of Nevada Las Vegas, 2017-2020.
• Margaret E. Mahoney Fellow in Health Policy, The New York Academy of Medicine,
2014.
• Master of Public Health Merit Scholarship, Hofstra University, 2013-2014.
• Dean’s List, Hofstra University, 2009.
• AmeriCorps Scholarship, Hofstra University, 2007-2008.

121

MEDIA COVERAGE
“Alum Tackles Public Health Issues in Summer Fellowship”
http://news.hofstra.edu/2014/07/11/mph-alum/
“Johanna Andrews, Master of Public Health ‘14”
https://youtu.be/3W8IY84T2kA?list=PLJudn3kNXo0SpQEab45XoPAhtQR0NtVQs
“Public Health Grad Students Lead Annual Symposium”
http://news.hofstra.edu/2015/03/20/public-health-grad-students-lead-annual-symposium/
“Graduate Student Spearheads Forum on Health Equity”
http://news.hofstra.edu/2014/03/13/graduate-student-spearheads-forum-on-health-equity/
“Hofstra’s First Health Equity Symposium” (page 14)
https://issuu.com/hofstra/docs/53357_mph_newsletter_b?e=1304995/7875952
“NPHW Conference Focuses on Minority Health”
http://news.hofstra.edu/2014/04/10/nphw-conference-focuses-on-minority-health/
“Hofstra University Celebrates Health Week”
http://www.youtube.com/watch?v=WE_xq3JGIUU#t=179
PROFESSIONAL ORGANIZATIONS
• American Public Health Association
• The Honor Society of Phi Kappa Phi
Chapter 100, University of Nevada Las Vegas
• Delta Omega Honorary Society in Public Health
Delta Theta Chapter, University of Nevada Las Vegas
• Eta Sigma Gamma Honor Society
Gamma Pi Chapter, Hofstra University
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